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Purpose of the Conference 




Eugene S. Mayer, M.D. 

Deputy Director. NortH Carolina AHEC 

Conference Coordinator 



These proceedings describe a national meeting held in Asheville. North 
Carolina on April 25-27, 1975, to discuss the Area Health Education Centers . 
Program (AHEC). The meeting , was jointly sponsored by the eleven 
universities .holding Federal contracts for the support of AHEC through the 
Bureau of Health Resources Develppment (now the Bureau of Health 
Manpower) of the U.S. Department of* Health, Education, and Welfare. 

This mefeting built upon two previous national meetings sponsored by the 
Federal Government for discussion of administrative and budgetary items 
cqnnected with the program. These meetings, held in St. Louis (May, 1973) 
and Dallas (February, 1974), were attended by the AHEC project directors 
and their immediate administrative staffs to the general exclusion of facuify 
and staff actually conducting educational programs in AHEC^settings. 

For this reason the project directors arranged the meetirtg described i/> these 
proceedings to^consider i^ssues relating to decentralized and regioaalized ' 
health professional education. The itiajority ofthe participants were faculty 
and staff from A^EC settings in various pdrts of the country who, it was 
belleved.cCould benefit from sharing program experiencesand problems with 
' each othe^. « . ^ . 



The eleven jsponsoring'universitles were: 



Tufts University ^ 
West Virginia University 
The University of North Carolina. Chapel Nil 
The Mfedical University of South Carolina / 
The University of lllirfois \ / 

The University of Minnesota / 
The University of Texas Medical Branch at Galveston 
The University of New Mexico 
The University of Missouri 
The University of North Dalcota 
The University of California, San Franciscp 
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National Conference 

The^Area Health Education Centers Program 

April 25-27, 1975 ' 
The Grove Park Inn 
Asheville. North Carolina 



THURSDAY, APRIL 24 \ 
6:00-9:00 Social HTour: The Green Room 




FRIDAY, 
9:00-10:15 AM 



10:15-10:30 AM 
10:30-Noon 



2:30-4:30 PM 



Welcoming Remarlcs 

.Dr. Henry S.M. Uhl 

Director, Mountain AHEC (N.C) 

Dr. Christopher C. Fordham, III ' " ^ • 

Deah, University of North Carolirra School of Medicine ' 

Keynote Address: Decentralized Health Professional / 
Education from the Carnegie Perspective ' • 

Mr. William C. Fricjay 

President, University of North Carolina % . • ^. 

Dr. Margaret Gordon 

Associate Director, Carnegie Council on Policy Studies in Higher Education 
Coffee Brealc 

Panel Discussion: Reglonallzatlon and Educational 
Program Development ^ 

Dr. WilliaiTi Wiese, Moderator 

Project Director, New Mexico AHEC " 

Mr Don Arnwine " * . <L - 

President, Charleston (W.Va.) Area Medical Center ' . . 
"Medical Education: IJndergraduate ahd Grg4uate" 

Dr. C. Glenn Pickard ' '-M ' 

Medical- Coordinafor, Family Nurse PractittcJner Progranrv 
University of North Carolina SchodI of Medjcipe 
"Mid-Level Practitioner Development" ' - 

Dr. Doaglas Fenderson '^: 

Director, Office of Continuin>gi^K4edical Education. 

University of Minnesota ^ ^ * 1 

"Continuing Educatipn" 

Panel Discussion: Interdlsclpllnai^ Program Dievelopment ^ 

Dr. Edith Leyasmeyer, Moderator > - ' ; 

Project Director, Minnesota AHEC 
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8:00-9:30 PM 



Ms. Bemad inef'M. Feldman ' 

AHEC Nursing Liaison. University^of Minnesota 
Xurriculum Articulation in* Nursing" 

Df. Rodger. C. Kollmorgen 

Department of Psyclii&try. University of IVIinnesota 
''Hnterdisciplinary Education and tlie Health Gare Team Concept" 

)r. Richard J. Schimmel ^ 
Associate Diean, School of Associate Medical Sciences, .» 
University of Illinois , ' 
^'Innovations in Basic Sciences Curriculum" 

Dr. Richardson K. Noback 
Dean, University of Missouri at Kansas City 
Medical School^ 

"Innovations in Medical Education'^ 



poundtable Discussiohs ' 

Allied Health: The .Cherokee Room .* * 

Dr. Manfred J. Meier 
Coordinator. Allied Health Professions 
University of Minnesota* * 

Nursing: The Mountaiaeer Room 
Mrs. Carol M? Eady 
Coordinator, Nursing Education 
Illinois Area Health Education System 

f^harmacy: The Grotto Room 

Dr. Robert A. Sandmana 

A-ssistant Dean, School ^f Pharmacy 

University of Missouri at Kansas City ' 

Dentistry: The Pina^Room 

Dr. Alfred C. Waldrep 

Coordinator, Dental Programs 

South Carolina AHEC ^ # 

Public Health: The Cherokee Room- 
Dr. Charles l^arper 

Direc]tor, Division of Comrrjunity.Health Service 
University of North Carolina School of Public Health 

Medicine: The Ballroom 

Dr. Edward P, Donatelle 

Chairman, Department of Family Medicioe 

University of North Dakota School of Medicine 

Evaluation: The Forest Room . 
Ms. Bernadine M. Feldman 
Evaluation Consultant ^ 
Minnesota AHEC 



SATURDAY, APRIL 26 
9:30 AM-12:30 PM 



.Panel Discussion: AHEC Governance 

*Mr. Glenn Wilson, Moderator 
Program Director North Carolina AHEC 



2:30-4:30 PM 



6:30 PM 



Dr. Cecil G. Sheps 

Vice.Chancellor for Health Sciences, ' 
University of North Carolina at Chapel Hill ' 

Dr. Charles E. Andrews 

Provost for.ljealth Services , 

West Virginia University 

Project Director, West Virginia AHEC 

Mr, Dewey Lovelace 

Director. Wilmington (N.C.) AHEC 

Mr Gary Dunn ^ 
Project Director, North Dakota AHfeC . ^ 

.Panel Discussion: The AHEC and Regional Educational 
and Health Services Institutions 

Dr. T. F. Zimmerman, Moderator 
Project Director,Hlinois AHEC 

Dr. Bryant Galusha 

Director, Charlotte (>J.C.) AHEC \ 

Dr. James McGIH 

Associate Director, Health Affairs 

State of Illinois Board of Higher Education^ 

Dr. Karl J. Jacobs ^ 

President, Rock Valley College, Rockford, Illinois ^ 

.Carbljna Pjg Piclcin': Campground of the Grove Park Inn 



SUNDAY, APRIL 27 
9:30-11:30 AM 



[The Future of AHEQ: 

a. Moderator 
3st^Virginia AHEC 



Some Perspectives 



Carnegie Council on 
igher Education 





11:30-Noon 



Panel Discussion: 

Dr. Hartwell'ThOm 
Deputy Director, 

Dr. Margaret Goi 
Associarte Direa 
Policy Studies in 

Dr. David Kindig 
Deputy Director, Sureau of Health Resources Development 

Dr. August Swanson 

Director, Department of Academic Affairs. 
Association of American Medical Colleg^ 

Dr. Brian Biles . 
Professional Stgff Member 
Health Subcommittee, U.S» Senate 

Mr. Stephan E. Lawton . - 

Counsel, Subcommittee on Health and the Environment 
U.S. House of Representatives 

Mr. Daniel R. Smith 

National AHEC Coordinatqr__l ^ 

Ehireau^of^Health Resources Development 

JSuminariy^tion of Conference 

Dr. Eugilne S. Mayer ^ . . 

Peputwbirector, North Carolina AHEC 
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The AHEC Prograi|i: A Brsef Description' 



/ 4-. 



The speeifid purposes and functions of the Area 
HeaJth Education Centers Program (AHEC) and the 
method by which cbntracts for their establishment 
were awarded are explained at some length in the 
publication, "Area Health Education Centers", 
. , DHEW Publrcatipn No. (HRA)74"7. Briefly the AHEC 
Program Is a system v which links health service 
organizations and educational institutions in com- 
munity settings to an academic health science 
center in order to m^^t regional and local health 
manj^iower needs through (jiecentralized and region- 
" alij^ed educational prograr>i3. 

Eleven medical schools or academic health 
sciencd centers, under contract with the 
Department of* Hetalth, Education, and- Welfare 
through the^Bureau of Health Manpower have joined 
through subcontract with on^ or more community 
'hospitals some distance away to provide education 
and training in areas yvhich are in need of health, 
«personnel. These regic^nal community hospitals (th^ 
aReGJs) In turnform affiliations with other hospitals, 
health service agencies; and educational institu- 
tions throughout a defined geographic area to 
concluct the needed health m||jipower deveilopment 
pjcTgrams. 



The major purposes of the AHEC program are to: 

Increase health manpower in areas where it is 
* in short supply and aid in developing an 
equitable distribution of health manpower; 

-2, Improve the. balance betvyeen primary care 
--—..anisBedalty-Orientad health inanpower; 

3. Decentralize medj^ffcetiu^^^ 

it more widely' avaiTa^ geographically and 
. make Us^of existing clinical facilities; 



r 



'4. Establish linkages am^ng existing health 
educational ^nd climcal inStitutions/and 
related Institutions providing education and 
•training in the healtli field; 

. Involve- health science centers in th6 develop- 
ment of integrated educational programs 
which include a/^ariety of departments; 



6. As a by-produoiof the educatiorTal prpgrams 
. which the ^AHECs cjfevelopi improve health 
setvjCes in th^ scarcity areas, 

/ . / / ' ■ 

The AHECs funded ^''(inder this program are 

adaptations of the/ recommendations in the October, 

1970 report of the Carnegie Commission* entitled 

"l^igher Education and the^Nation's Health* Policies 

for Medical anpi Dental /Education/' The original 

legislative authorizatibp for* this prpg^ram is In . 

Section 774a /of the/l/97^1 Comprehensive Health 

Manpower Trj^ining ^^t. f 

It should b6 point0|d out that other adaptations of 

the Carnegi$ model are being attempted under bth,er, ^ 

names and^by varidfirs agencies and programs 

Including theVet^ns Administratiori, the Regional 

Medical Program^ anjd some State programs* o 

Although there ar^ points of Interface between these 

various program;^ and the AHEC program, only the 

activities of the AHEC Program funded in part by the 

Bureau of Healtn Manpower are the subject of these 

proceed ingg. / 

*Thte descriptldr/ of the AHEC Progranj abstracted from the 
ointroductipn to tne proceedings of the first National Conferencej 
6n AHECs held In St. Louis May 17-18. 1973. This earlier 
Introductioh was written by Mr. Daniel Smith, now National 
Coordinator, krea Health Education Centers Program, of the 
Burea^> of Health^anpower of the Department of Health, 
Educatloh, and Welfare. 
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Conference Summary 



, Dr. Eugene S. Mayer 
Deputy Director, North Carolina AHEC 
Conference Coordinator 



A summarizatibh of this 2yz day Conference could 
never do justice to the invaluable contributions^ 
made by each of the speakers, by the audience, by 
the roundtable participants, ^nd by those conduct- 
ing "corridor conversations." / However, several * 
themes-^ere apparent to me throughout the formal 
presentations which I believe/ can be considered 
under tnree general headings/ namely: 

1. A reaffirmation of the goals and prPnciples of 
the AHEC Program. 

2. An updated review /of some of AHEC*s 
accomplishments and/associated problems. 

3- A consideration of sorm^fund^ental issues 
which require continuing attention if the 
AHEC Program is to reach its goals and 
continue to receive public support. 

The Goals and Principles of the AHEC Program 

We owe special thanka t6 Dr. Gordon who 
effectively "set the stage for the. Conference by 
rertiindin^ us- that the AHEC concept is an out- 
growth of the October, 1970, report df the Carnegie 
.Commission entitled, "Higher Education and the 
Nation's Health: Policies for Medical and Dental ^ 
Education," which subsequently found legislative 
expression in the Comprehensive Health Manpower 
Training Act of 1 971 . From her cements and those 
of several of the speakers 'Who referred both to the 
original Reqi^est for Proposal's from the NatJbtjaJ^ 
Institutes of Health, which led to the 11 Federal 
AHEC contracts, apd to the goals^agreed to by the 
eleven projects in earlier national meetings, there • 
^fS^t least three broad/goal categories for AHEC. 

A. Broad Social Goals ^ . 

1. To increase tlie supply and to improve the 
geographic distribution of he'alth personnel 
of all types through the educational process 
and through a general improvement of a ■ 
region's professional environment. 

' • 2. To improve the imbalance between gfen- 
eralists an<i speclalisJS' in the* fiealth 



care system by focusing on the training 
of primary care manpower. • 

'3. To create an eduo^onal system whicli 
•maximizes the use of existing clinical 
facilities and exiting educational institu- 
tions in a geographic region so as to avoid 
the socially nonproduTJttWppoliferation of 
more university h««lth science centers 
(UHSC) than are really needed. 

B. Institutional Goals ' ' \' 

1 . To Uevelop effective partnerships between 
UHSCs and community hospitals (AHECs) 
which olfer real potential for institutionali- 
zation upon cessation of federal funding, 

2. To examine the hypothesis that such 
partnerships can maximize the impact of 
the educational process onthe broad social 
goals of the program. 

3. To test this hypothesis in a manner which 
compromises neither the quality of the 
educatlSnaKpcdgrams of the university or 
the patient care services/ of community 
institutions." / • 

C. Educational Goals ' / 

I.To use the '>newly yQstablished multii 
institutional educational .system" as an 
.exGiting new classroom and laboratory for 
health science students from both the 
UHSC and ifrom regional educational insti- 
tutions. / *' 

2; To provide studetn^s from the. UHSC not 
only with innoVative^aducational programs 
in a community setting but also with 
, exposure )o the community itself so as to 
increase/fhe likelJhooGi that the student will 
chodfse a career of practice in a community 
setting. I/ ^ 

^ In a'ttempting to link the educational process to 
the comrhofilty's needs for health manpower, the 

jfirstfour panels served to remind us of the principles 
underlying the AHEC approach suggested by the 



Oarneglo Commssojon Thb prlriQipJes whieh ean bo 
identified lr@m these paools aro • * 

1 The AHEG Program is a program ©f health 
manpower eduoation and training. It lo, per oo, 
, not a program af health oervieeo orgamzation 
and delivery* community health planning, or 
health oaro quality assuraneo. although it has 
appropriate links to sueh pr&gramo. 

2. Although its overriding social 'eoneerri is jo 
impro'yo the geographic and opeeialty diotri- 
bjution of health manpower, the AHEC Pro- 
gram /Will^ not. by itSQif, solve all distributin . 
problems. However. AHEC is better viewed as 

a eritical piece of the national solutiorj as it 
represents a program which assures^ that * 
established health educational and health 
service institutions will assume their appropri- 
ate responsibility for contributing to the ' 
^ national solution. We are indebted to Dr. Biles 
t forthis opportunity to reaffirm our relationship 
to the various approaches needled to effect a 
national sblution. ^ , / 

3. The l<ey factor linking the educational process 

to the geogr^phic distribution of health ^ 
manpowef is the impact of the educa'tional 
^ process qn- the professional environment of a 
. Vrcommunity. Tt^is impact refies upon several 
operating principles which are fundamental to 
AHEC. 

— Decentralized edOcatlonal programs: Panel 
. indicated that the education 
and training programs of the UHSC must 
reach community settings if we are to 
I improve the climate for professional prac- 
/ tice and becrease professional isolation. 
/ this panel indicated that AHEC offers the 

potential for providing significant educa- 
tional opporturtitifes for UHSC students, 
including new health roles such as the 
nurse practitipner, in community settings 
and also indicated how community practi- 
tioners have their own continuing educa- 
tion enhanced not only by organized 
programs of continuing education but 
through their functioning as teachers, 
finally, the panel indicated lhat decentrali- 
zation implies a new partnership between 
the UHSC and the regional center (AHEC) 
whipft recognizes that. considerable auton- 
omy in defining and implementing educa- 
(. tlonal programs reSt& wfth the regional 
\ center. Panel #3 made further references^o 
] the issue of autonomy and governance 
which I will consider again later. 

: — Regionalized Educational Programs: Panel 



«1 also Indicated that an essontialaperating 
. prineiple of the AHEO Program is the 
dovolopmpnt of a network of relationships 
whloh link*tho UHSO to a limltod number of 
regional centers (AHEGs) which, in turn, 
asoumft direct responsibilities for educa- 
tion and training programs that roach into 
surrounding communities in their defined 
service areas. Those arrangements not only 
present the UHSC with a manageable 
number of community affiliations but also 
increase the likelihood that focal health 
manpower needs will be met through a 
nearby regional center 

— Multidisviplinary^and Intordisclplinary Ap- 
proach: If AHEC is to improve the regional 
environment for professional practice, it 
must assist in the development and mainte- 
nance of well qualified hqalth manpower of 

' all types. Panel #2 cleaply demonstrated 
.that theAHEC'Prdgram offers the opportu- ' 
nity fqr health mahpower education and 
training for a variety of health professional 
and nonprofessional roJes. It also indicated 
that the AHEC might offena more favorable 
environment for interdisciplinary education 
than has the traditional UHSC. 

— Tlie Continuum! of Education: It seems 
clear that if thg^professional environment of 
a regfbn helps to influence the distribution 

. of health manpower, then educational 
programs thfoDgh th6 AHEC must not be 
■ limited to university students. Panels #1 and 
#2 demonstrated quite well that the natiohal 
AHEC Program spans the continuum of 
.education, including undergraduate health 
professional and alli^ed health education, 
graduate training such as for interns and 
residents, and continuing education for all 
forms of health manpower, We even heard 
that AHEC has reached back into the 
secondary schools to improve health car- 
eers counseling. 

4. TIjjp key factor linking th^eeducational process 
to the specialty dtstributior((j^ health manpow- 
enis a redirection of our educational process 
id include a greater emphasis on education 
and training programs oriented to primary 
^ care. All foyr panels demonstratisd that the 
AHEC Program h^s allowed for a dramatic 
increase in the primary care traihing^ of 
physicians and panel #1 further reminded us of 
the potential for training nurse practitioners 
and physicians' associated in regional and 
community settings through AHEC. , 
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Althoughioaeh of the four preceding principles 
are timoly and consistent with helping to meet 
the health eare cieeds of underserved oon^mu- 
nities through the edueational process, they 
require firm commitments of long duration by 
the university and the regional centers if they 
are to influence the supply and distribution of 
health manpower over time. Panels #3 and #4 
indicated that such commitments require the 
full support of faculty and staff at both 
' institutional levels which means the develop- 
ment of an organizational^tructuro which 
provides these institutions with some measure • 
of control over program development, espe- 
cially if they are1o make long term commit- 
ments to faculty and staff and .to seek funding 
from State governments and other sources. 
The orpanizational arrangements outlined as 
essential to the AHEC Program's success by 
panels W3 and 4f4 are as follows: 
I '.^ ■ * 

— TM.the primary reaponslBility lies with the 
UHSp. It was pointecLbut that programatic 
respcinsiveness to lo/al needs and accoun- 
tabiliw for this performance are based in 
Federal requirements for quantified perfor- 
mance sjt^tements outlining performance 
expectations ovej a five year period of time. 
In North Carolina this same iapproach is 
now b^ing followed with State funds which 
have b^en allocated to the AHEC Program, 

— That tHe regional responsibility lies with the 
regional community hospital (the AHEC), 
or with a consortium of several community 
hospitals which already control most of the 
clinical Resources of the community needed 
for heallh manpower education and train- 
ing. . ' ' ^ 

— ThattheAHECassures its regional focus by 
working with a multi-disciplinary, multi- 
institutional advisory committee drawn 
from its geographic service area. Opera- 
tionally It conducts regional programs and 
utiizes additional clinical and educational 
resources th40ugh subcontractual relation- 
shfps with shaller community hospitals. 
othBf health? agencies, and local education- 

. al institutions* 

— That the total program represents a part- 
nership between the various health disci- 
plines, although it is uiQler a single program 
directorf at the UHSC which Insures' a 
coordinated approach to the development 
of education and training programs for a 
variety of health manpower, 

14 



— That througli those prganlzational prjnch 
pies the total AHEG program Is well 
grounded in established Institutions which 
can be held accountable overtime. This, in 
turn. Increases the likelihood that Federal 
funds will catalyze more secure funding of 
the program through other sources as State 
government. Panel #3 Indicated that even at 
this eariy point in the life of the AHEC 
program the General Assembly of one state 
(North Carolina) has made a major invest- 
ment in the long term security of a statewide 
network of AHECs linked to the UHSC. 

6. The final principle of the AHEC Program that 
received attention throughout the various 
panel discussions Is that the program does not 
exist in a vacuum and has not been imposed 
upon a static situation. Rather, it sits In an 
environmental context which contains power- 
ful socio-economic forces.as well as historical 
trends in health professional education and 
health care, delivery. Alt[)0ugh AHEC will 
' influence this environment, it is more likely to 
, be Influenced by it. As such, although a critical 
<4 piece to the solution bf the problem of health 
manpower supply and distribution. AHEC. as 
with any othBr single approach; is not the total 
' solution to the problem of access to health 
care services. 



Program Performance and Problems In the AHEC 
Program 

The remainder of my remarks will be relatively 
brief. I have dwelled on the goals and principles of 

. the AHEC Program beciause, while they were well 
covered in the presentations, they are the most 
difficult to arrange in an orderly rfianner In addition, 
in his panel proesentation, Dr. Noback wi,sely 
challenged us to consider the generic issues 
developed in this Conferenceu I hope I have done 
some justice to his request . 

Each of the panels and the various iroundtable 
discussions are replete with examples of the 
programnriatic accomplishments of the various 
AHEC j^rojects. Since I could not begin to summa- 
rize thise accomplishments and their, associated 

. problerrai.l commend-you to the written summaries 
of each of the panels and roundtable discussions. I 
would like to point out, however, that one cannot 
help but be struck by the fact that the AHEC 
Program is not only a physician oriented program. 

'The accomplishments of dentistry, nursing, phar- 
macy, public health, and a variety of allied health 
fields is a testimony to the wisdom pf the Carnegie 



Gommlssion and the federal Government in choos- 
ing the AHEO approach as one method for improv- 
mg tht) total professional environment of a commu- 
nity/ 



Future Considerations 

• Throughout the Conference I was reminded of 
four issues requiring constant attention if the AHEC ^ 
Program Is to reach its -goals and continue to be 
lool^ed upon with favor by the public. Those 
reminders were especially clear in the concluding 
panel, and we are deeply Indebted to our speciah 
guests on panel #5 who took time away from their 
busy schedules to lend their thoughts and observa- 
tions to those of us working in the AljiEC Program. 

Th0 first reminder is that there Is- the need to 
assure a partnership relationship at several levels. 
This begins with Federal and/or State government 
and the university. The UHSC must not only commit 
itself. to a Ipng terhi effort, but government must 
lil^ewise commit itself to a program which has a 
constancy of goals and objectives and.the security 
of funding based upon program performance. Such • 
constancy and commitment are critical If education- 
al institutions are to attract the faculty and staffs 
needed to carry but the AHEC Program and Ifi 
enough time is to be allowed to determine the Impact 
of educational programs upon the problems of 
health manpower supply and distribution. 

In the context of partnership, I was also reminded 
that the AHEC program must not be content with 
relationships between the university and tha AHEC 
a^one but must encpurage a growing and entahgling 
partnership between the AHEC and other cbmnr\^un(- 
ty. hospitaJs, health agencieir-^nd educational 
institutions as well as with other major public efforts 
such as the National Health Service Corps, the 
Emergency Medical Service, etc. 

A second reminder fpr the future is that although, 
partnership is important, it is only a process; The 
AHEC Program must be concerned with speicific 
program performance and outputs. In the area of 
manpower supply and distribution. We are abo^ttp 
enter our fourth year of activity, and although'Mr. 
Lawton appropriately observed that it is too early to* 
expect tangible outputs in health manpower supply . 
and distribution, he clearly indicated that the U. S. 
Congress wilh^xpecf such evidence after several 
moreyeArs." 'V 

The Conference hasVservpd to iodicate that in 
terms *of educational program performance, the 
national AHEC Program is » making substantive 
progress. As measured by the numbers and types of 
students, residents, and practitioners receiving 
education and training through AHEC networks* our ^ 



performance is reassuring* However, at this earjy 
date wo must recognize that wo roallyiaave little 
evidence to suggest that -wo have had an impact on 
the distribution of health manpower. We must be 
certain that our efforts are directed toward this end 
and that we are developing methods for measuring 
this impact. Ir^this context, we' owe Dr. Galusha a 
special vote ofthanks for having indicated how the 
AHEC centerec^in Charlotte, North Carolina, has 
substantially changed the health manpower situa- 
tion m at least one rural North Carolina county 
which had beenofficiallylabeledunderserved by the 
Secretary of HEW. We all need td be reminded that 
suche^^d points represent the public's real expecta- 
' tions of our efforts. Hopefully, in three or four years, 
Dr. Galusha can report to. Us that AHEC has had a 
similar Influence in all 11 counties of the Charlotte 
region. ^ 

The third and fourth reminders that were brought 
home to me throughout the Conferenqe are so 
Interrelated that I will consider them together. On 
the one hand, the AHEC Program must be held • 
accountable'for its performance In the context of Its 
social, institutional, and educational goals. A 
^ rnechanlsmjor accountability exists In the perform- 
ance objectives keyed to the contract mechanism. 

On the- other hand, AHEC must develop an'' 
organizational framework that assures long term 
security. This security will obviously require contin- 
ued funding, and In view of the lack of a national 
health policy Which encompasses th^^ng term 
.funding of health manpower educatiotfand training, 
the AHEC program must look to State government 
and other sources. With demonstrated performance 
and somfe indication that AHEC can influence the 
supply and dfstribution of health manpower, such 
fuptling is not Impossible. 

However, a final reminder is necessary when 
considering long term survival. No funding source 
will 'provide scarce financial reserurces to the 
university for AHEC activities just because it has 
good intentions. The success of the AHEC Program 
really depends upon the sincere and continued , 
commitment of both the UHSC and the regional, 
community hospitals Jn fulfilling their appropriate 
responsibilities for. improving access to health care 
servires in community ^ettmgs through thg supply 
and distribution of health manpower of all types. 
These institutions are our institutions. To the degree 
thai we in the AHEC Program retain and intensify 
' our commitment to demonstrating the link between 
the educational prpcess ahd the distribution of 
health manpower, our institutions will no longer be 
in a position to support an introverted-position. This ' 
point alone provides an important dimension to the 
future of the AHEC Program. 



Welcoming Remarks 



Dr. Henry S.M. Uhl 
Director 

Mountain AHEC (N.C.) 



As p transplantec|^ Yankee who is^^now a native 
' Ashevilfean, I anri^ery pleased to have the'XDpportu- 
pity to welcome/all of you to this conference; Before 
"I leave the podium, however/ Kwish to take 
advantage bf^my position to say a few words. 
Successful innovation has seldom been a hallmark 
of the American educational system. One of the few 
permanent and fundamental* changes was that 
which radically altered medical education as the 
result of the impact of the Flexner Peport of 1910. 
Sixty years later, the Carnegie Commission report is 
beginning to have a major impact because change is 
needed again. None of us would be heVe today hadit 
not been for that Commision's report. . 

Let me remind you. as I keep reminding myself, 
that Innovation in education requires, a long term 
outlook and a good deal of fortitude and, persis- 
tence. Since this conference will often concern ttself 
informally and fprmelly with innovation, I would like 
to include a brief but pertihent quotation or two. The 
first political scientist tp emerge in Western Europe- 
an society, IVIachiavelli, wrote In The Prince, "There 
is 'nothhlg^ rnore difficult to take in hand, m 



perH^s to conduct, or more, uncertain in its 
guccesa, thari to take the lead in the introductioh of a 
new order of things, because the innovator has for 
epemies all Ihbse who have done^Well under the old 
condition's, 'und lukewarm defenders in those who 
may do wel!^ under the new." Nevertheless, we must 
try to bring about change in a 'rational, and viable 
process. For it was Sic George Godfer who said, in 
his 1969 IVIichael 1^. Davis lecture at the University of 
Chicagp, "individi/als will only^getwhat they need in 
this complicated' world of medicaj science if 
oorftpetent, understanding men have organizied the 
deployment of mutually supporting services to that 
end." ' • : 

It gives me great pfeasure, then, on behalf of iifiy 
colleagues and partners iri the Mountain Area , 
Htealth ^^ducatlon Center of western North Carolina. 
i)ur board of directors, ah4 our administrative add 
professional staff, to welcome you to Ashevflle 
whfereyou will find a peaceful setting to continue qur 
joint nationwide effort to achieve permanent change?' 
for the benefit of all the Klation. Before he died, one 
of the greatest humanitarian physicians who ever 
lived, Albert ScJhv/eitzer, was asked by some intrepid 
persoriiffie would care to comqient on th,e future of 
rnankind. And he replied, "My knowledge is pessi- 
rnistic; but my faith is optimistio/ May all of ys find 
the strength, arid the will tp^per&st in our work with 
that same optirnism and faith. ' ^ 



Dr. Christopher G. Fordham. Ill 

Dean . \ ^ 

University of North Carolina School of Medicine 

In this opening spssijon we have .two very distin- 
guished- speal^ers, and therefore fam going to limit 
my remarks! f would like to characterize the Area 
Health Education^ Center program a noble 
Bxperiment. It is an experiment in several spebific 
ways: fftst. in testing the capacity of a State to meet^ 
many of Its own crucial healtlj manpower needs witt 
the strqng support of f^ederal'agencies; second, ir 
tIevelopinQ the potential for a productive relation- 
ship between -the .university and the^ community; 
thir^' fn the consideration of the advantages and 
'disadvantages of decentralized and regionalized 
health education and trailing; fourth, in determining 
whether -the educational process cjin serve as one 
method for improving the distribution of health 
workers and access to quality health services; fifth, 
in measuring institutionai resNienoy in several kinds' 
of institutions); and finally, in considering our 
capacity to, comprehend and tolerate the ambigui- 
ties associated With new and complex relationships. 
It is a noble experiment which I believe simply must 
work. I would like to Acknowledge and thank my own 
colleagues in Chapel Hiirand across the State of 
North Carolina for their accomplishments "and 



progress tov^ard demonstrating the validity of this 
experimjent. 

Mr. William /C. Friday 
President 
University 6f. North Carolina 

I want to join with Dr. Uhl, Dr. FArdham, and all of ouf 
colleagues in this State in greeting all of our out-of- 
State triejfids tc/This session. It is a pleasure to be 
associate/d vilvyihe people in our Area Health 
^am in North Carolina. ' 

a lot and hear a lot about the 
tensidr*)5-in universities between health affairs 
programs and the overall university around the land. 
This has sometimes been exaggerated in places. I 
want Xp say that, for this State and this university, 
there could not be a. more cooperative, forward- 
lookir/g, and productive association. I think the 
AHECj program is an eloquenf -testimony to this 
relationship. We began this statewide program with 
full Confidence because we knew that our col- 
leagues would succeed. I think the evidence 
abounds that it has. As Dr. Fordham suggested, the. 
Area Health Education Center program in North 
Carolina is really our bright new adventure in this 
State. In the 14 sessions of the General Assembly of 
North Carolina thsit I have known I have never seen 



Dr. Fordham introduces President Friday and Dr. Gjordon at the opening session of the conference. 
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anything like the legisfativp. acceptance of this 
endeavor. Indeed, at this tipje, which call the 
recession, this is the one pfOpbsa\ that I feel isgoing 
to continue to move forward with the level of f u ndi ng 
that has been requested, simply because the 
leadership of the particular areas of North Carolina 
wher^ Area Health Education Centers .are n6w 
functioning has been involved and has p3rticipated 
well beyond ihe initial talk stage. AHEC is now a 
, clearly identified public service. Legislatures put 
money in programs where they see competence in> 

* people, results,^nd servtees to people. 

Thpse bf«you from out of State might be interested 
to know that in 1974-1975 the deneral Assembly put 
$28.5 million into thijs progfam in North Carol ina* 
About $23.5 million is for the construction of 
educational facilities at each of oUr nine AHECs with 
the remainder being our operatlng^ budget. The 
General Assembly is in session in Raleigh right now, 
-and we are asking foran $8 million operating budget 
' for the first year of the next biennium and over $1 1 .5 

• millionforthesecondyear of the biennium. In other 
words, a major and substantial commitment, be- 
cause our legislators have experienced their assb- 

•ciatidri with the leadership of the program in North 
Carolina and are'cogfident in it. ' * 

The Carhegie Commission concluded its! work 
after 6 years of intensive study of many problems in 
American highereducation.Tbisgroupmet33timejs 
in 26 cities in 22LStatesand the l^istrict of Columbia 
and in Puerto Rico. I'was hot a good attender, for 
many reasons, and I felt deprived in thjat experience. 
However, the other members of the Cbrtirhission did 
attend almost all sessions over this span of time. 
This was Important, because they were identified 
with the interested citizens, educational leadership, 
and political leadership all over America. Ghe of the 
first major areas to which the Commission ^ad- 
dressed itself was health :mdlipower. I would say that 
probably among all of its work, these recommenda- 
tions have been those most widely accepted. Area 
HealJh^Sducation Centers grew out of that particular 
report. We felt that the manpower problem was then' 
.and still is one of America's great and pressing 
needs. 

I' NbWi one of the people who took the responsibili- 
ty tS^guide this Commission, gaye it direction, kept 
us together, and indeed more or iSss shepherded the 
whole group for a long, long time, was Dr. Margaret,. 
Gordon. She has had a very diis'lingtiished career in. 
industrial relations, labor and manpower problems, 
has worked in the field of poverty and welfare, 'acjd is 
the person who I feel contributed so much'to six of 
the major Carnegie Commissioa^diesthat wedid. 
Margaret Gordon is especially well qualified to 
speak on the Carnegie Commissions perspectives, 
of health professional education. 1 



Keynote Address 



Decentralized Health' Professional Education from the 

Carneigie Perspective 



Dr. Margaret Gordon 
Association Director 

Carnegie CounciJ on Policy Studies in Higher 
Educ3tior> 

One of the most exciting things that has ever 
happened to me has been to see something that was 
just an idea. just a gleam in the eye. come into being 
: and spread all over the country. I am going to talk 
about the genesis of the Area Health Education 
Center concept, but before doing that. I think it is 
very important to place that concept in its proper 
per$pective in relation to the other recommenda- 
tions thatjthe Carnegie Commission made in its 1970 
report. H/g^er Education and ttie Nation's Health, 
All the recommendations in that report were 
interrelated because they addressed a common set 
of problems: the shortage and the geographical 
maldistribution bf^ealth manpower. The Carnegie 
Commission report started out with certain, basic 
assumptions: that we had an inadequate system of 
health care in the United States; that we had a very 
Inadequate system of frnancing health bare; that we 
had a shortage of health manpower of all types, 
including physiciahs;xthat we had a serious problem 
of QeograpWcal maldistribution of health manpow- 
er; and that in all probability a full solution of Bi\ 
these problems would requi-retheestablishment of a 
national health insuri^nce system. 



^ The Cqmmission had very Irttle to say about a 
national health insurance system beyond criticizing 
and discussing the weaknesses of the existing 
private health insurance system in the United States, 
because it was a comrriission whose terms of 
"reference related to higher education atid it felt it 
ifjf^}0 be stepping out of those terms of reference if 
-^ 'it got into theil broad and complicated problem of 
financing medical/care. 

There have been some, including a good 
economist friencj of mine, Victor Fuchs. who have 
' disputed ^the f?ict that there is a shortage of 
physiciansin tlie United States at the time of the 
Carnegie Commission Report and ilater. We were 
•convinced that there was. We cited a number of 
pieces of evidence to suggest that there w^s a severe 
shortage: long yyaiting lines in emergency clinics, 
the long working hours of the average physician (60 
hours a week according to one survey), and the 
influx of foreign medical graduates which, as I am 
sure you all know, has by fio means gb^ted since 
1970 when the^Pommission's report was published. 
Consequently, ^a very substantial part "of our report 
was concerned with recommendations aimed" at 
increasing the supply of physicians. Rrst, we 
panted to seethe size Of entering classes to medical 
schools increase. Second, we wantied to see medical 
education accelerated, chiefly through overcoming 



a certain amount of overlapping between premedi- 
cal and medical education. Third, we wanted to see 
earlier clinical experience, which medical students 
HaQked. Fourth, we wanted to increase the supply of 
Physicians' Assistants, through programs vyhich 
were just barely beginning, like the one'under Dr. 
Estes of the Duke^University School of Medicine, 
because we felt very strongly that increasing the 
supply o,f Physicians' Assistants and other types of 
allied health manpower would not only make for 
more effective health care assistance, but also resuK 
in utilizing the highly trained and'educated skills of 
the physician more effectivel'y.^Finally, the report 
called for very substantial Federal aid to medical and 
dental education. I am not going to discuss these 
recommendations, because it would take me too far 
astray from the main theme of this talk. But we were 
very pleased that the Comprehensive Health Man- 
power Act of 1971 did incorporate most of the 
recommendations of the Carnegie Commission. 

Now I am. going to come to the heart of the 
question: how did the concept of Area Health 
Education Centers develop?^ think we have to look 
at this development as being intimately bound up 
with the debate over how many new medical schools 
the Commission ought to recommend. We began 
with a-general principle, which was backed up by 
some research butwas in part judgmental, that there 
ought to be a medical school in every metropolitan 
area' vy.ith 350,000 or more population. Weldentified 
about* 25 such aYeas in the UnitedStaies that lacked 
an existing medical school. We held a>series of 
meetings with experts in medical education, first in 
New York in December 1969 and then in Boston i,n 
Februaty 1970 at the Harvard Medipal School under 
the auspices of Dean Robert 'Ebert. At" ^ese 
meetings the number of new medical school/which 
the Commission ought to recommend became a 
subject of very substantial debate. I recatkparticular- 
ly John Dunlop, who iS now the Secretary of^^abor, 
emphatically rejecting the recommendation of 25 
new medical schools.^He felt that the expansion of 
medical education could be acjefomplished much 
more economically and effici^tly by simply ex- 
panding the capacity of existing medical schools. 

Clark Kerr and I both thought John Dunlop's point 
was well taken, although vve also felt that there was a 
case for an adequate geographical distribution of 
medical schools. Mecli6al schools do, after all, play a 
role in attracting he^th jnanpower to a community. 
They also^eneraHy improve the quality of medical 
care in th^comfnunities in which they are located. 
Sometimes thi3 hapl>ens not Ijecauise of conscien- 
tious plannicy^g on the part of medical, gx^ools, but 
simply because their very existence attracts physi- 
cians to the area. I am nJ^t off the subject now. 



because there is ^ very important relationship 
between the way in which we conceived the role of 
Area Health Education Centers, and the way in 
which we conceived an expanded role for medical 
schools, which we pi'eferred to ca(l , "university 
health scienc^denters," and indeed some of them 
were moving in that direction and were becoming 
the center for a group of health manpower educa- 
tional institutions. 

We felt that the function of university health 
science centers should be expanded, that the 
Flexner model w<3s too narrow; admirable but too 
heavily concentrated on scientific research. We 
thought 'that university health science centers 
should be responsible for coordinating the educa- 
tion of health manpower of all types in their areas; 
that they should cooperate^with community agen- 
cies ii;i improving health carfe delivery; that they 
should cooperate with comprehensive colleges, 
community colleges, and other^^lnstitutions includ- 
ing high schools in plannind and evaluating the 
training t)f allied health personnel;* and that they 
should place a great deal of emphasis on cond ucting 
continuing education programs for physicians and 
other hedjth manpowerr.' 

Considering this expanded role for university 
health scier\ce centers! we took another look at oui; 
recommendations on new medical schools. I 
decided that some of the metropolitan areas for 
which vv^ad recommended medical schools were 
loca^d^Vetty near to others. The most extreme 
ekamplawas Fort Worth, Texas, which was very near 
Dallas, s® I crossed Fort Worth off the list. Finally, we 
came d<»wn to a list of exactly nine new medical 
schools.! I . ' 

Whil^his discission of how many rjew^medical 
Schools to recommend was going on. Dr. Mark 
Blumberg, who was one of several fnedical experts 
who were serving as a consultant on this work of tfeie 
Commission, called our attention to some existing 
centers which had some of the features that we 
eventually identffied as functiotis of Area Health 
Education Centers. One was the Mary Imogene^ 
Bassett Hospital in Cpoperstovyn, New Yock. Clark 
Kerr had the imagination to seize on that concept as 
something that w)^ might build into a major 
recommendation in our report. I think he deserves 
the major credit^for taking something that he piejked 
up in a casual cohversation dhd saying^ now here is 
something that we really ought to look at seriously 
and consider as perhaps ap important Element of 
our report. * . , . 

' In the end, I sat down at my desk and spelled out 
. the functions o\ Area Health Eduqatlon Centers as 
precisely as I could, and it was r.eajly very gratifying 
to have the Department of Healthy Education, and 



Welfare issue directives not so' very much later 
which spelled out the functions exactly as the 
Carnegie Commission report had identified them. 
We saw as advantages of Area Health Education 
Centers some features that are very'close to what I 
have been talking about for university health science 
centers. First, they would attract health manpower 
to the area. We 3ctejally did not have much to go oa 
except for some anecdotal evidence and some 
research that suggested that residents— something 
like two-thirds of them— tended* to settle down in 
practice in the same area in which they had 
experienced their residency training. _ 

After our report had come out I remember meeting 
Dean-Richardson of the Emory University School of 
Medicine. He told me about a town in Georgia which ' 
had had a terrible time attracting physicjans.'Some 
people in that tovyn came to him and sai'd, "Can you 
do anything to help us?" They started'a residency 
progr-am in the hospital in that town and it was ri^dt 
long before the town was' beginning to attract 
^physicianjs. Thus'far wS^have had unfortunately, I 

'.think, no good statistical evidence— sooner or later * 
we will— on the impact of Area Health Education , 
Centers on the attraction of heafth ma^^power. 

The second point is that they would improve the 
quality of medical care. I think this is 3 very clear and 
indisputable point. Third, they would be more 
effective centers for the education^'of family physi- 
cians for the delivery of primary care and"long-term 
care and health maintenance than would the^hjighly 
spepialized university health science centers. That is 
a point that was spelled.out more effeetively, I think, 
in a pap^r given by Dr. Edmund Pellegrino at the 
1972 annual meeting "of the A.A.M.C., although I 
think it was implicit in the Carnegie Commission 

-Report. 

Fourth, AHEC'9 could be developed at very - 
substantially less gost than new medical schools 
and yet serve many of the functions of medical 
schools. Fifth, they could hopefully forestall the 
development of rr^edical schools in many communi- 
ties that do not really n^eed thetn. In fact, about the 
time that our report came out, I was^told by Dr. Ruhe, 
the director of the Council on Medical Education of. 
the A.M.A., that there were^mpre than 70 coMmuni- 
ties in the^United States, as contrasted with.the nine 
that we finally recommended, that,were attempting 
to develop plans for new medical schools. I have 
since^had some intimate contact with the strength of 
the pressures in individual communities to attempt 
to develop a n^w medical school.* The Chamber of 
Commerce gets going, the Medical Society gets 
going, everybody sees it as something that will^ 
contribute to the economic welfare of the communi- ' 
ty, and so wb have a new plan for a medicalschool. 



I would now like^o discuss something that has 
recently been attacked: our identification of the 
locatioas of 126 Area Health Education Centers in 
theJtJnited States. Thfs, I think, was an example of 
Clark Kerr's desire; and in' general the desire of the 
Commission, to be fairly specific in its recommenda- 
tions on the ground that if you'just issuel^ a series of 
platitudes nobody was going to pay much attention; 
if you'came up with specific recommendations, they 
might be subject \o attack but they would get a lot 
more attention. A recent article,^ which many of you 
may have seen, by Miike and Ros§ in the Journal of 
Medical Education for March 1975, quoted another 
writer who $aid that the CarnegTrGemnnssion was, 
^^exercfsing "unbelievable presumption" inTdentify- 
in^ 126 locations for Area Health Education Centers 
in the United States. I anticlpatad that kind ^of 
criticism. I would like tp read a paragraph from the 
Report which I thinT< is relevant: \ 

' - * ^' 
The Commission believes that the final selec- 
tion of location^, for Area Health Education 
. Ceriters should be based on careful regional 
planning. We are therefore suggesting the 
loc^atlons Indicated* by our analysis but pre no^t 
firmly^recommendlng them. However, we believe- 
that the number of centers indicated by our; 
analysis is probably quite close to the number 
that would be needed to provide adequate 
geographical distri.bution of these centers. 

That'plan for ,126 locations was my work, by and 
large, but oth^r people also had a finger in it. I 
remember that one day I was in Clark Kerr's 'office 
and he was looking over the locations that I 
^suggested and he said, "What about Camden, New 
Jersey?" And I said, "Well, Camden is part of the 
Philadelphia metropolitan area and presumably 

•^-wogld be served by whatever number of centers 
might be located In the Philadelphia metropolitan 
area." "Well,'\said Clark, who had grown up in 
Eastern Pennsylvania, "people in Camden never get 

• along with people in Philadelphia, I think you'd 
better suggest one for Camden." And^e did. 

On another occasion, former Governor William 
Scranton of Pennsylvania was looking over the 
suggestions for locations that were in a draft that 
went to a Commission meeting. He said, "I think 
you've got one too many in Western New York State. 
I'd take one of those out." And he said, ;'What's the 
case for three in Wyoming, with its sparse popula- 
tion?" So the number in Wyoming came down from 
three to tvyo. I am telling these stories just to point 
out that the Commission members did take an active 
role in commenting on many of the things that came 
out of the staff.. Although the set of suggestions for 
126 centers was probably not perfect, I do know that 



many of the commi/nities we identified are commu- 
nities in which Area Health Education Center^ have 
since been established. 

Now I am going to makesomefinal comments of a 
more 'general nature which I hope may stir up 
perhaps a little disctission and debate. The problem 
of geographical maldistribution of health manpower 
in the United States, so far as I can determine, Jsstni 
serious. There is a big lag in the appearance of the 

^ statistics, so we do not know exactly what the 
picture is today, but the latest figures I have seen, 
wh>ctt I think are for the year 1972, suggest that 
between the time we were doing our analysis (we 
had figures for 1968) and 1972, the ratios of 
physicians and other health manpower to popula- 
tion rose throughout the country. However, the 
differences from region to region did not diminish to 
any ext/grnt. That is, if j^ou took the ratio of the 
numbet of physicians'per population in Mississippi, 

^ which Is the extreme example of afi underserved 
state, to that in New York, you would still find thatfhe 
ratio was as small in 1968, approximately. We 
obviously still have a d'eog^aphical maldistribution 
problem and we are going to have ta work at it 
indefinitely. * ^ 

Area Health Education Centers will make a very' 
substantial contribution, but by themselves will not 
solve the problem. I think we must move^toward 
national health insurance combined with something 
like prepaid medical care progmms^or health 
maintenance organizations, as they were called^ at 
one poinlJby the Admini'str9tion— including in those 
planar some provision for a premiurrv^p^iyment for 
health manpower who agree to w6n< in underserved 
areas. The British have a feature of that kind in the 
British National Health Service. I would suggest that 
theriB has to be a carrot in the form of economic 
benefit to attract health manpower *to seriously 
underserved areas, which tend to be low per capita 
^ income and rural areas. I am dubious about the 
features of research bills that have been considered 
^ in Congress in which '^medical schools would be 
forced to extract pledges from all, or a certain 
proportion of, their students to go to underserved 
areas to practice in order for the schools to receive 
cavitation payments from the Federal Governnnfent. I 
do not think that would work, and I do not see how 
medical schools ^ould enforce it. 

I think there are other approaches to this problem. 
I would like to see continued development and 
expansion of the National Health Service Corps, 
which is specifically designed to serve disadvan- 
taged areas. And hopefully— and I think this has 
become increasingly true in the last six or seven 
years— the medical 6tudent^hat we have today tend 
to be a somewhat different breed from the niore 
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traditional medical student They seem to be more 
concerned about serving 4he disadvantaged and 
may be more willing tq go to areag that are 
underserved. ^ 

I would likQ to emphasize the point very strongly 
that we recommended in our Report that Area 
Health Education Centers should bea<^iliated witha 
medical school and that their edjucational programs 
should be supervised t>y a medical school faculty: 
That, as some of you I am sure know, has been a 
subject of very substantiai debate and controversy, 
particularly in connection with the centers spon- 
sored by the regional medical programs. But I do not 
see any sound basis for disputing the fact that a 
high-quality Area Health Education Center program 
should be supervised by medical schools. 

I think we are in danger of developing too ma0y 
medical schools. You may have seen copies of a 
report that Clark Kerr made to the Southern 
Governors' Conference last fall in which he was 
quoted rather e/tensively as saying that we were 
developing too many medical schools and that this* 
could lead to a surplus of physicians in the 1980s. I 
am not much disturbed about the possibility of a 
surplus of physicians in the very nearf uture, but I do 
thin.k that we have a problem in connection'with the 
location of new medical scf^ols. The Vete^ns 
Administration now has fun^ available for the 
purpose of establishing new medical schools. Thi&is 
admirable, in a way, and thej/eterans Administra- 
tion has of course cooperated in the establishment 
of a good many Area Healtl^ Education Center^s. 
However, it is very poor administratively to have two 
different agencies of the Federal Government 
involved in decisions as important as decisions to 
establish new medical schools. 

Finally, there has been a lot of discussion in the 
last few years suggesting that we are overcoming 
the shortage of physicians and other health 'man- 
power. I do not think that we have overcome the 
shortage of physicians. I think that we have 
overcome the shortage of nurses in some urban 
areas but not in small communities and rural ar^s, 
and we certainly have not as yet overcome shortages 
of allied health manpower. I am not worried about 
the prospect of a surplus of physicians. If anybody 
wants to ask me why, we will leave that for a question 
period. 
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Dr. Margar^X Gordon'. Weir, the^-Carnegie" 
f;;: mission was critici5:ed bec'aijseits report, called 
Jl Higher Edu^Mtion and the Nation's Hea/frt,'was 
/f concerned yj^Wh medical and 9fental education and 
^ did not coy^r nursing and tKe entire spectrum 
I allied healtfji . manpower. Tb^re was a good reas 
.a^,for that, We pouldTtot possibly have brought oat a 
' report at the time we did, m October, *1 970, if we^a(^ 
tried to cover the ei^ire^ectrum of health manpow- 
I er. And there was ayVery important reason for 
I' bringing oiit our repor^in October, 1 970. The Health 
Manpowerrt raining /^t was goingto be expiring the 
following cfune, and at me^Uirie^u^ report came out 
the' White House had initiate3^The-Gtg5nization of 
several ta|K forces wit^^inr the Federal Government to 
consider me whol0 question of what was known as 
"health pptions," including national health insur- 
ance as v\rell as heaTttrrnanpowereducation.andour 
report came out at a time— at just the right time— to 
influenQq:^the di'scussiorts that led up to administra- 
tion ancf: congressional proposa(is on that act. I 
pairticipated in an extremely interesting meeting at 
HEW in November of that year in which there was ' 
quite a sfebate about the whofe ^pprbach. As far as 
;nursing[%nd allied health manpowekoee concerned, 
we di||ti'ave ^ite extensive sections on 
jprofeslfons in a subsequent Report called- College 
Graduates and Jobs, and we had sortie discussion of 
those i^rofessions in other reports as well. 

Dr |fe/fh G ..Foster, North Dakota: Dr. Gordon, 
may ^1|afi:e issue with something that you said? 

■ - ^T ; ■ ■ ' . ' ' ■ • 
DrrfGordon: Yes, indeed. 

Otil Foster: ' feel that there are incentives 
alre$idy. I have t)een a practicing physician in a small 
tdwriiYoLfcan reap a lot of money practicing in a 
smalltown, but it is lonely. And I think that the idea of 
a financial carrot to provide incentives in itself is not 
validi ■ 

Dr Gordon: Well, I am riot absolutely convinced 
that if Area Health Education Centers develop to the 
poiht where we have an adequate network around 
the country that a carrot ^n the form of monWry 
incentives necessary. I think it may be more 
necessary in sorhe very low. income areas where the 
deficiency of health manpower is attributable to the 
severe lack of purchasing power of the people who 
live in those areas to afford medical care. 



* Dr. 'Edward P. Donatelle, North Dakota: Dr. 
Gordon,*you invited the guestron, apd I am respond- 
ing. Why do you think we will train an oversupply of 
physicians? 

Dr. Gordon: WeN, there ?re several considera- 
tions that- have in iriini Jiere.^ To the extent that 
there is any evidence that the short§i0e is perhaps 
less acute today than it was in 1970 wheJi the 
Commission's report carhe out, it includes/in the 
supply of physicians, a very largefifiumber of foreign 
medical graduatejs, some of whom, as ypu know, are 
coming from uifiderdeveloped^areas where the 
quality of medical education is not very good. Now, I 
feel very strongly that the United States, as still the 
most affluent country in the world/should not be 
importing its medical manpower. It should bip 
developing its medicaj education facilities to the 
point where it is serving underdeveloped areas by 
making medical manpower available to them. It is 
going to bea^ong time, undier existirTg^ond.itions, 
before we get to that point. I als9 feel, although lam 
not sure what the answer is, that it is- extremely 
unsatisfactory to have a situation in which Ihe ratio 
of applicants to admissions in medical schools has 
been going up sharply. Large numbers of pepple 
who want to study medicine can't get in. They flow 
over into universities in other countries some pf 
which have something like 6,000 American medical 
students. Finally, physicians have the highest 
^j^Q^^^^^rerage incom'e of any profession in the United 
th^se by a good deal. If we were able to come to the 



point where we had an impending surplus of 
physicians, that surplus would not take the form of 
unemployment of physicians. It would taketheform 
of some reduction in their average income relative to 
the average income of other professions. 

Dr. Alice Major, Missouri: Dr. Gordon, I am 
intrigued by your remark that you think we are 
overcoming the nurse shortage. 

Dr. Gordon: I was very careful to say "in urban 
areas," Perpaps.not in all urban areas, but I have 
seen evidencei in4hg, last couple of years that the 
severe shortage ofnurse^s not acute in a good 
manyv urban areas, We^'^filrhave }ust as serious a 
problem of geographical maldistributioA of nurses 
as we do in the other health manpower professions, I 
think. ^ 

Dr, Mafor:- Yes, this was to be the latter part of my 
question. If this is so, then I happen to be in one of 
the urban areas where the shortage is so acute it is 
^unbelievable. Nursing care is done by aides a good 
deal of the time because of the sh,oriage. And do you 
have any suggestion for how we can^'induce well 
prepared nurses to be better distributed throughout 
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the United States, if indeed vv§ have enough of 
them? . 

■ . ' * ■ ■ 
Dr. Gordon: 1 ttiink that we are going to have to 
have very spejCi^J* programs tq acconjplish that. For 
one thing, a nurise. particularly if she is married, may. ^; 
not be able to move to another area. And a lar^e 

. proportion 0^ nurses are rrjarried, and they hay^'an 
incentive stay in the area iryWhich the husb:^'nd is 
employed;'^, there is a problem with nurses that is 

. more acuti^' in that respect than with physicians. It 
seems to me that we ^e goi/lg totiave to have^more 
fStograms along the lines of the National Health 
Service Corps before we begin to have an adequate 
supply of nurses in Underserved areas. 

Dr. Christ^he[ C. Fordham, III: The chair would 
like to ask^^uestion. On the issue of the numbers of 
ppjysicians, unless we are attempting to redistribute 
physicians by producing so many that the surfeit will 
. push them into the underserved areaslvhich I don't 
believe has been a proven method of redistribution 
in any country of thtfworJd, then there must be some 
'point at which the numbers become a less crucial • 
concern. One af the things that disturbs me, and I 
wohder if you have any thoughts about it, is that I am 
not sure that the complaints^ that we hear from 
citi;sens about availability and access and accepta- 
bility of services available to them are very clearly 
correlated with the number of physicians per 
population in the area in which they live. I think we 
see almost as maViy complaints from cities where 
there is one physician for every-600 people ats we do 
" from towns where there is one physician for^every 
1,200 people. 

Dr Gordon: Well, I think that is right, because 
the average individual, even a reasonably affluent 
individual, has the experience typically of not being 
able to get an appointment with a physician quickly, 
of i^aving to sit and wait for quite a vyhfle when you 
get to the office, and so on. I think we have to work 
on all the facets of this problem, using the skills of 
the physician mofe effectively through expanding 
the supply of physici'ahs' assistants, and through . 
more effective organizatiorVof the health manpower 
team. We really do not have in the United States, and 
the nurses complain about this a great deal, effective 
cooperation among the members of the health . 
manpower^v team. There have been immunerable' 
Articles which criticize the way in which the nurse 
does not rMlly^feel that she is a part of a well 
functioningnealth manpower team. 

Dr. Fordham: So what you are really saying is 
that it is not just the numbers and the distribution.x • 
both of which are important, but also the organiza- 
tion of how wfe deliver health care. 



Dr. Gordon: That's right. 

Dr. lsmael Bob Morales, Texas:^, Dr. Gordon, y.ou 
cprtTihnented earlier that national health insurance 
and HMOs are a potentfal^^Rsvyer to the geographic 
'maldistribution. Also, you mentioned the physician 
extenders. How do you see th^e appropriate utiliza- 
tion of physician extenders to deal with this 
problem, given the current restrictions that exist in 
the vrtttraetiori of this type of health personnel?' 

On the first question, I an) not 
are going to get a very compre- 
^quate national health insurance 
systerp. rswrftt^^e have gone too far in the 
development of our own special American combi[ja- 
tion,*whfch I don't think is very satisfactory:>pfjva^te 
health insuranqe serving the healthierand the more 
affluent part of the population, and Medicare and 
Medicaid serving 4he aged and generally <th'e'' 




disadvantaged and low incorrre portion^^^'the 
population. If we had a trufy comprehensiy^pational 
health insurance sysjtem, the effect .wduid be to 
channel more purchasing povyer f^^iv health insur- 
ance into the currently underserved areas, because 
the funds would 'be collected nationally but ex- 
pended locally/ There might l>efveto be some special 
inducements; especially in isfome very low per capita 
income areas, to attract; doctors there. Now. that 
might not bequite^fioy^gh, bu^ T think it w6uld help. 

On your sec0rid ^^questiOn, abqut physician 
extenders, I am pot t|iQroughly familiar with all of Yhe 
legal developrpentjfin all of the States, but I have the 
impression ^hat ,4uite a number of_ States have 
enactegl legislation just in the last 5 yeafs^so which 
authorized the Recognition of phystei5H:islassistants, 
but with certain restrictions on jdst exactlywHatl 
can do, With' general provisions that they have to 
work .Mpder/thg'vsupervisions of^a physician, arid so 
on. But don't press me too far on that one because I 
am not really an expert on this. 

Mr. Howard Barnhill] North Carolina: You have 
made reference to the health care delivery team, but 
n6 reference has been made regardfng publiOTealth 
personnel. To what extend,/anffl where, did the 
Cohitnission sBe public health in/his overall team as 
far |is the improvement in the l}4alth care system? 

Dr. Gordon: We did not hdve too much that was 
specific to say abaut that beyond supporting 
Something like the National Health Service Corps, 
which is an arm of the U.S. Public Health Service, 
did havearecommendatiofa^othegeneraleTTectthat 
school^ of public health shouM ^closely affiliated 
with medical schools and shoul^iiJeaUy^be part of a 
university he^h-^cierrcl^enter-and 
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separate campus. But, on th^ rdle of public health 
personnel, we did not say anything very specific in 
the report. - 

Dr. Emmett R. Costlch, Kentucky: Dr. Gordoor 
when you began you talked about health ^ence 
centers and about the large range of people 
• involved, but ended>speaking about physicians and 
medicalschools. I have observedNn some sessions 
that heWth s^iS^ce needs get equated with physician 
needs, or with thkneed for a physician, rather 4han 
the whole team aptoroach. 

We presently ha^ a sysfem? of Area Health 
Education Confers under the diree'tion of medical 
schools. l%^ondered what the thought might have 
been about putting them under^ the direction of 
health science centers, rather tb^n medical schools, 
and by doing this having .^ome impact on tiTe 
curriculum that is utilized in teaching so that the 
integration of^team servi^s couldoccur through a 
centralized approach, oj^ a whole group of schools 
getting together to ^dpst their curriculum to do the 
job. Perhaps I anrHtii&fnterpretiTig it, but it appears to 
me that the Dp^ent^sV^stem perpetuates- the educa- 
tional progjwKthat exists, ratherthan modifying the 
eurriculums /to meet the future needs of the 
utlization o/the expanded personnel. 



Dr. Gordon:. -F^rst, Ifet me say that when I refer to a 
medical sch9ol 1 really mean a university health 
science <:enter, and/one that has not just a medical 

^school, but a dental schooV^school of nursing-, 
allied health manpower traii^Trihg. a school of 
pharmacy, etc.- All those schoolsOyght to be 
working together. As for continuing tra^dilipna^^ 
education, I think that the Carnegie Commissk 
report had quite a lot to say about^the need for 
reform in medicaU education, not as much about 

^ other health professions, but that was hot an aspect* 
of the rep6rt that I wanted to focus on in my remarks 
this morning. ' 




Dr. Fordham: I would lite to comment on that, 
Dr. Gordon, by simply sayingthat the program of a 
medical school-community hospital affiliation is 
nothing new, going back many decades, and it carf^ 
be productive and helpful. In North Carolina in most 
of the centers^ the concept is truly one of a 
partnership aiming the health science schools and 
the communities. Without the f ull.range of the health, 
science schools in our program in North Carolina, 
we would /not have anything like the promise and 
hope that we have for it. 
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' Introduction 

Dr. William Wiese 



Tfie^HEC pfienomenon brings into focus a number 
of important issues regarding the training of health 
professionals, I would liketo idehtify three of tiiem 
here by way of introduction To a panel discussion on 
regibnalizatioh of medical education. : 
Thefirstis4heiss^^ certif iabjiity of the students 
rainees-vyho are products of the regbnalizeeK 
edudation process. Legal certification generally^is 
based upon ' documentatipri that a person has 
successfully completed a cburse of study in an 
accredited programs An examination may be» re- 
quired' a^ part of the process of certification. It is 
broadly recognised, however, that thegxamfn'ations . 
are Incomplete indicators . of competencyl^ Mtjch 
irnportance is attached, therefore, to thfe fact thatlbe 
individual ha6 completed the^raininginan accredit-'* 
ed program. But,- just as/the evaluation iqif the 
individu&l student has always been an impracise 
process^tfi medical education, so is the accreditation 
of tha/chools and' programs also an imprecise art. 
Acc|edit^^ is ba^6d upon the enumeration and 
assessment pf the resources availiable and 

rricular "fdrmat^c<>rog?ams are deemed to be 
/enhanced by bqing -within the rich academic milieu ., 
of the he^alth splences center. Throughout, there is a 
strong plemertt of faith that the established systerns 
of cer>traliz^ educatiO|i do indeed work. (A sfgn of 



the limes is the stand by organized mebicine and 
medical education against the free-standing intern- 
ship, and the cl(5sing out of such internshipis by : 
various residency review committees.) 

AHECs are built on the premise that educ^tionak; 
programs can be delivered entirely or in part^t sites i ; 
away from the academic health sci0.nces center(but 
yvi%^adequate 'ties to th.e health scfences center), 
V^ith student evaluation beingthedifficulttaskthatit - 
IS, the question arises as to what is meant by the 
phrase **adequate1ies." Js the training of students at 
reinote sites^quivaldnf in quarity»|p what is done at 
the parent health sciences center? Are the educa- * 
tional elements deficielrt for hot being geographi- 
cally located at the healWsciences center, witfi the 
immediacy of multiple disciplines, thesub-spWialty 
servifcefi^anb-4he academic at m^ Can' we 

vouch fofl the quality of the' prbgrfims "that are 
outsidejaf the ivory tower? Can students completing 
these programs as physicteps or mid-level practi- 
tioners^ be* licenSed and /certif led witrt the same 
confidence as stttidents who are traihed within'the 
health sciences Gfenter? These arfequestions that are ■ 
being asked by tne examining and certifying boards. 
They ate.a challenge for which the proponents of 
regionalized medical education must provide an 
adequate and con</iacing response. 

The second fesue is that of meeting istudent and * 
regional needs, y he AHEC conpept calls for 
dece^ntralizing thp' educational process as a way of t 
training studentjs frpm a particular region at sites . 
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within that region. This means^uilding or relocating 
major elements of the medicaKsystem at sites more 

^ available or appropriate to. 'the students' naeds 
rather than requiring that the students go to the 
health sciences center Will this have a beneficial 
effect on recruiting new students into the medical 
profession? Will local training in fact lead to local 
placement? What will be the impact of the AHEC on 
retention of p|rofessionals practicing within the 

. region? Can lobal educatton have an impact on the 
preservation of! local pr regional perspectives, and 
how important is this? 

These last questions are very- relevant for' the 
AHEC supported through the University of New 
Mexico in the Navajo Indian Reservation. This AHEC 
seeks to attract, educate, and retain Indian health 
professionals. Can offering training programs in the 
settings and environments of the Indian people' 
effect better development of manpower resources? 
Can efforts to adjust the pace and content of the 
curriculum to meet individual students' needs h^ea 
salutary effect on* retention in the training pro- 
grams? Will there in fact be successful relriforce- 
ment of the students' stated interests in rerhaininig in 
the arpa? Will efforts to insert aspects of locg,l 
cultural enviroriment into the training program lead 
to better outcome in terms of retention of profes- 
sionals^ m practice and on style of practice? 

The third issue is that of the purported enhance- 
ment of/elevancy of curriculum, and- its content by 
using remote locations. D«|®pportunity invokec^ by 
the 'AHEC concept is that me educational program 
will be in a setting similar to the medical practice 
situation. This argument has/ been applied in 

Pan«l #1: Or. Wi«s« mak«s introductory r«majr^ seated (from lai 



particular to education in primary cafe, such as 
preceptorships for irfedical students and rural 
rotations for family practice residents. Hoyv import- 
antds this? What are the tradeoffs and their expected 
impact- on the quality of educa^on? 

These and other questions should be worded in 
terms of testable hypotheses and subj^ed to 
critical and careful analysis. Program directors rfiust 
resist overcommitment to preconceived conclu- 
sions and rigid educational-ideology, Funders must 
tolerate false starts pnd allow flexibility for program 
change in response to \he results of study and 
evaluation, There Is opportunity for experimentation 
in the AHEC setting. Interdiscfftlinary education and 
time-variable,' competency-based curricula are 
examples of formats that rrrtght be tried in the 
relatively less encumbered^tmosphereof theAHEC 
academic environment, AHEC-based programs may 
be under pressure toxiemonstrate that they are as 
good as the prograrpsat the health sciences centers. 
This will lead toXtendency to copy or recons^{ict 
ttje elements/pf the traditional hi^alth scj^nces 
^center prpgfam in the AHEC environm^ht. This 
pressure ought not be allowed to be so/^reat as to 
stifle innovation and shut qff the opjrortunitiAs for 
creativity that the AHEC settings jaffer. 

This panel will focus on several aspects of 
regiofjalized health sciences education that pertain 
to education in clinical medicine. This includes the 
.clinical training of physicians at the undergraduate 
and graduate levels, the "^continuing education of 
physicians who are in practice, and the training o^f 
nbn-physiclan health personnel in the practice of 
the medical arts^^^^,^ 

to rightbara llr. Arnwina ancf Dr. PIckard. 



Medical Education: Undergraduate and Graduate 

Mr. Don Arnwine 

have had the opportunity to walk both sides of the 
Street in academjc circles, having served 1 1 years as 
the Director of Hospitals at the University of 
Colorado, which is a traditional and I suppose 
classical academic health science centfer. and now,- 
for 3 years, as president-of the Charleston. Area 
Medical Center, >hich is a community hospital 
organization. Let me briefly summarize our efforts 
there so that you will understand th^ kind of 
jBnvironment from which the|grobservations cplTfe. 
The ©harleston Area MedicaT Center is a 904-bed 
multi-hospital organization that resulted from the 
merger of five hospitals in the ChaHeston area. Tv^o 
of them have been phased out and.we will, within the 
next few years, phase put a thirti, ending up with two 
major campuses. The merger of these hospitals 
resulted in an affiliation with West Virginia Universi- 
ty and that affiliation resulted, in turn, in the creation 
of 'the Charleston division of the West Virginia 
University Medical Center That division is headed 
by Dean Thompson and has presently a medical 
faculty of fburteen full-time people. Many members 
of the medical staff of the Charleston Area Medical 
Center (C.A.M.C.) are clinical faculty and make up 
the largest teaching coAiponent. At the time of the 
merger and affiliation there were only 36 house staff 
in the programs in the C.A.M.C., and 75 percent of 
those were foreign medical graduates. This commg 
Jufy we will have 75 members in the house staff, and 
75 percent will be American graduates, most of them 
ll^cn West Virginia University. In the interim there 
have been new programs created in psychiatry and 
in family practice, and the curriculum is evolving for 
both third-year ^nd fourth-year students. This year 
100 junior and senior students will receive part of 
their experience in Charleston. ^ 

With, that as background, I would like-to discuss * 
th^ regionalization of medical education as it 
pertains to graduate and i&^ndergraduate medical 
students.'ln this regard it would seerti appropriate to 
look at some of the differences that exist between 
the educational processes in the traditional academ- 
ic health science center and those that exist in a 
regionalized situation, and try to visualize the Impact 
of these differences and some'of the trade-offs that^ 
take 'place between the 'two different kjnds of' 
education. Due to. the nature of this audience and 
your ^sophistication in medical education, I will not 
get into the more obvious differences, such as the 
distance/size of community, the absence*of basic 
sciences in the regionalized concept, and so forth. 
Howeveir, there are a couple of differences that are'* 
not so obvious that do merit some stress. First of all, 

Q 



regionalized education takes place in an institutliin 
that is, and ought to remain, principally a service 
organization with a major commitment to medical 
education. This is' as opposed to the university 
medical center, whose prinjsipal purppse is rpedical 
education with a major/cgmmitmeht to service. 
Second, the academic health science center is 
ordinarily a tertiary care center, collecting mostly 
.patients with esoteric diseases-, whereas .the com- 
munity affiliate is a multi-level provider of services 
with more emphasis on primary and secondary care 
than tertiary care. 

Without in any way demeaning the valuable and ' 
appropriate role of the academic health science 
center, I would like to pointj^out a significant 
phenomenon of an educational Wocess that exists 
in a tertiary-care faciJity, In that krnd of facility, whaj/ 
a student sees is esoteric, extremely serious if not 
terminal crises, which are largely the result of 
referrals from some physician out in the hinterlahd. 
Eventually the studeit d§yelops a perception of the 
referring private practitioner., as a person who does 
not kno^w how to treat such diseases or does not 
have the resources to treat such^ Iseases or does.not 
have the desire to treat such diseases. Now, each of 
those three facets to thatper'ceptibn are negative. Is 
it then any wonder that he resolves never to become 
like his perception of the private practitioner? This 
attitude is largely accountable for the high degree of 
specializatioci and subSpecialization that we have 
' seen. Experience in an affiliated community hospital 
with a good medical staff, beginning particularly at 
the third-- or fourth-year level and continuing 
through the house btaff years, will tend to mitigate 
against this phenomenon. 

What about the curriculum and etlucatidnaf 
standards? Inasmuch as wSb are jfaifly dependent 
upon a structured curriculum to assure^ certain 
standards, what are the risks in a regionalized 
situation with relatively few full-time faculty? We wil 
« have to expect that there will be some differences in 
curriculum between the university center and the 
community center. Differences per se fcio not 
necessarily Indicate lower standards. One need only 
examine the . curriculum of some of the most 
prestigious academic health science centers to find 
npajor and ^significant differences in their curricu- 
lum, yet each are turning out well-qualified physi- 
cians. ^ 

The standardl?atlon of curriculum is unquestiona- 
bly most acute at the third-year level, where there is 
a certain syllabus of information that has to be 
Imparted. It has to be said that in a regionalized 
educational situation that there is an-inherent risk 
that there will be less structure to the curriculum 
than In the" university situation. For this reason, 
clerkships at the third-year level are extremely 



difficylt to create and will evolve much more slowly 
than those in the fourth-year and postgraduate 
experiences. 

Looking at the maintenance of standards of 
performance, it is germane to ask, "Do clinical 
, ^faculty expect less of students than do full time 
jfacMlty?" If we may generalize (t would appeaiT that 
they do expect less of the students in the way of 
academic acumen but probably expect more in 
practical performance. Since both are learning 
e^periencesr this is one of the trade-offs. 

With these differences in the clinical e>5posure, the 
faculty relationships; the structure of curriculum, 
and the institutional atmdsphere, what can we 
anticipate wilt be t^edilfference in the product of this 
kind of regionalized education? It would seem valid 
to expect that a higher proportion of the graduates 
from a regionalized educational process will go into 
primary care, for four basic reasons. First, there are 
more models of primary care for the students to » 
ertigiate. There are a greater proportion of family 
practitioners, general internists, and general pedia- 
tricians and a lesser ratio of specialists such as 
rheumatologists, cardiologists, immunologists, etc. 
Second, the decision to sign on at a community 
center indicates a pre-selection to pril^ate practice. 
Third, the attitudinal problem relative to the stu- 
^dent's perception of the private practitioner will be 
overcome. And fourth, they will learn that they can 
b6 at ease with patients and with private practitioner 
colleagues. 

What 
education 

Surely it will. I think there areea^y signs in' our area 
that it hasr although it is still too soon to prognosti- 
cate. I would not, however, be too- optimistic that 
regionalteed education will result in a substantial 
flow into themost rural areas. What aboutthe quality, 
of the product? Will the product of a regionalized 
educational experience result in the same quality as 

^traditional education? When you Want to evaluate 
quality in this contQxt It is a matter of choosing^yetrr 
'weapons. However that might be evaluated, it is too' 
soQ.n to say. although bne might draw sortie tentative 

: conclusions from ^he results of a recertification 
^exarrtination that was recently taken by over 3,000 
internists that was administered by the American 
Board of Internal IVIedicine and that was reported in 
the most recent issue of the Annals of Internal 
Medicine (April, 1975). That study revealed that 
there was precious little difference bet weea those in 
solo practice in communities under 100,000 versus 
those in communities of over 1,000,000; and very 
little difference between those who were meijibers 
of full time faculties of universities versus those who 
were practicing ip community hospitals. Although 
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there was a vast difference in the kinds of education 
that over 3,000'^internists were exposed to, those 
differences did not expose themselves in the results 
of a very comprehensive examination. Perhaps that 
is meaningful as we Wonder about the quality of the 
graduates from a regionaiized education process. 

As1 conclude, I womb like to offer an admonition 
and a final observation. There is value in the 
pluralistic appr9ach to education, and my Admoni- 
tion is that those of us in affiliated hospitals have to 
be alert to the tendency to do things that could caus^ 
us to emulate the university hospital. For example, 
our ability to recruit a good quality house staff has 
and will continue to multiply. In three or four years 
we could again double the numbers[ of house staff in 
our hospitals. But can we and still maintain the 
unique characteristics of a community hospital 
insofar as its services are concerned, and can we 
and remain economically competitive with other 
community hospitals? That is simply an example of 
a circumstance or an opportunity that has to be 
consciously thought through and not allowed to 
simply seek its' own level. 

My final observation is that educational programs, 
once wound up, are hard to wind down. Conser 
quently, the time is past that we shouid regardjthis as 
an experhUffent and we should begin responding tQ,it 
aa'if it was here to stay, because in all likelihood it is. 
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Just as Don Arnwine sketched fpr^you his role, I 
think it is fair to tell you a bit about what I do. I am a 
member of the Department of Medicme, trained as 
an internist, and spend a part of my time in Chapel 
4 Hill working as a traditional academic physician, 
^ which is to say that I have the usual responsibilities 
in the Department including teaching rounds, etc. 
Be that as it may, I am also* one of the latter-day 
intornfets who are viewed somewhat as the "crazy^ 
Charleys." Instead of doing basic biomolecular ^ 
research, those of us in the group I am associated 
with engage in what is generally called general 
medicine, primary care, community care— a whole 
series of euphemisms describing a somewhat ijl- 
def ined area of endeavor. In this role, I h^ve beerfan 
internist engaged in developing a training pfogJ*am 
for nurse practitioners housed in the SchoolSsf 
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Nursing: an interdisciplinary program between tlie 
School of Nursing, School of. Public Health, arid 
Schoofof Medicine for training what we term "family 
nurs^practitibners." This program has been under- 
way si»ce 197D. We have now had 83 graduates who 
are scattered from one end of the St^te to the other, 
engaged in primary care, linked up with physicians 
in a t6am appKjach td the prqtolQms of primary care. 

The basis of this program, fthink, is relevant to the 
topic qf reglonalization. We h^VQ in Nofth Carolina a 
common set of problems— a largely rural state with a 
declining fam^ily physic(|n or genera) practitioner 
population ir>^ the smaller tov\^s and r.ural areas. In 
the late WBOs we took alqdk at this problem and 
asked oui^elve.s, "What can wBido to get care back, 
into the truly small. rural communities?" Without 
.going into the details, we elected to develop a 
training program for nurse practitioners of a 
particular nature. Our focus was to take tjie'nurse 
who fife in the community, brin^g her into a formal 
educatioftal program wtiidh qualifieS'her to assume 
certain aspects of medical cdre, and then send her 
back into the community from which she came, to 
work with a physician in that community or in a 
nearby community to provide primary. care. The 
entire nature of our program depends to some 
extent on reg}onal.i;zation. If we are going to solve 
these problems, or makq an attempt to solve -the 
problems o\the State of North Carolina, it is obvious 
that tne ideal nurse can't really come to Chapel Hill 
and spend six^onthS in the formal training program 
"because the ideal nurse for this type of program is 
the nurse who can feast afford to pull up roots and 
move to Chapel Hill. The nurse we are looking for is 
the nurse in the corhmunity, married to someone in 
the commuhity, stable in the community, who knows 
the community's mores and its medical practice. 
This person is as noted least apt to be able to come 
.to Chapel HIM. Consequently, in the developrhent of 
our program we began to think 0arly along the lines 
Xhkt if We could develop the curriculum and it 
worked in Chapel Hill, then in time we needed toget 
this same type of program out into the smaller 
communities of the State through the vehicle of 
AH£C. In 4 ye^rs we have succeeded in doing this. 
The majcirity of the graduates have beer^ trained in 
Chapel Hill, but last year our pr 
the Health poundation of Eastern North Carolina; 
AHEC encompassing five counties in eastern North 
Carolina. The plans now are to continue with that 
development in the eastern part of the state and, 
beginning in the fall of this year, to have a similar 
nurse practitioner training program operating here 
in Asheville for the western part of the state. 

Implicit in our general scheme of things! then is an 
attempt to regionalize the programs. What I would 
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like to do this morning is to address myself t^^me" 
of the probrems'that we have had that I thlnjiT are 
generic and germarie to the problems of regional- 
ized education, particularly as it applies to mid-level 
practitioners. The same kinds of problems that Don 
^ Arnwine has alluded ta exist in our program, but I 
think they are complicated by a couple'^of other 
featitres. Medical education has, over time, despite 
curricular tinkering, been a relatively standardized 
commodity. A physician lis a physician, medjcal 
educatiop Is medical, eduqatibn, and despite efforts 
to modify curriculum dnd make changes of an 
- innovative sort, we still generally understand who is 
a doctor, what is a doctor, and what his training and 
preparation in general look like.ln addition to this we 
have a series of external forcel^ which monitor 
medical education. These externi^l forces ate the 
various accrediting I odies, su^h as the state 
licensure boards, board specialty certifying mech- 
anismsv National Medical Board examiners, etc 

" There are a series of groups that are standing over 
our shoulder and-testing, albeit imperfectly as all of 
us admit, the product. However,^ presently, the 
education of people such as nurse practitioners 

, does not have the same highly developed series of 

* external i^ontrols. There are, Jn the case of nurse 
practitioners, no national standards for family nurse 

/practitioners.* Pediatric purse^practitionerSo and 
Physicians' Assistants do have national standards, 
bfft I think in general that as we move into thearea of 
mid-level practitioner education the standards are 
less well understood and there is still more innova- 
tion and experimentation in curriculijm, and more 
innovation and experimentation in role model. As 
the notion of nurse practioners and physicians' 
Assistants has caught on around the country, 
9verybody and his brolher has gotten into the act. 
And with good reason. I.t is a logical approach to the 
problems weare facing. Each smallhospital that is in 
the education business, each technical institute, 
each >community college, not to mention the 
universities and medical centers, hassaid, "We need 
to get Into the physicians' assistant and nurse 
practitioner business." There are a whole host of 
people eager to get intolhis business with a product 
that is somewhat ill-defined. To regionalize the^e 

* programs, tosendthem^out into these smaller areas 
^ in order to capitalize on the advantages of such 

regional education programs, presents an immedi- 
ate problem in terms of who's going to be training 
who to do what. What is the role and how are you 
going to train these people? Then who is going to 
certify that they are competent? Who is going to 
certify that their educational experience has been 
good? How are you going to achieve these things? 

Briefly, I would like to sketch for you how we have 
approached this in North Carolina with regard 
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y<f^pecifically to the nurse practitioner training pro- 
/^^gram, with which I have been associated. I- think 
there are several features of this program that are 
worth mentioning that have to do with how one 
mightachieve the goal bf regionalization. I think the 
first features, one that is greatly underemphasized in 
much that is said and written, might be termed 
"personal diplomacy." A major part of whatever 
success we have had in the AHEC program in North 
Par6lina I think is attributable to th§ fact that the 
faculty in Chapel Hill, the administrators in Chapel 
. Hill, the program schemers, dreamers, and develop- 
ers *have been a very mobile group. This is in large 
'part due to a resource that was made available to us 
early atong, Jhe University fleet of airplanes. We 
have now six small airplanes with which we travel the 
State. I do not think we should underemphpsize the 
importance of mobility. It does nol necessarily 
require airplanes, but\that just happens to be a 
fakture of. our progr4m. The faculty in North 
_^arolina, at Chapel HiU,lhave been willing to go out 
and talk to people in thepgional centers about what 
they have in mind when they say they want to 
^ . deyelop a nurse practitioner training program. And 
as I sa-id in the beginning, i think personal contact 
has been underemphasized in much that has been 
said aod written. You canteend letters, you can send 
curriculum outlines, you c^n send communications 
back, and forth endlessly,, you can talk on the 
' telephone, but you really can't bea| going out and 
sitting down .with a group of people and saying, 
"What is it you're realiy talking about? Are you 
talking about a screener of well cWldren, are you 
talking about a nurse who is qualified to wbrj^ in a 
hospital} are you talking about nurses who are 
capab^p of making medical diagnosis, prescribing 
medical;treatment? What is your notion of a nurse 
practitioner?" We engaged in the program at Chapel 
Hill have had endless cpnversatiojis from one end of 
the state to the other with those vyho are interested in 
this basic approach both from a service point of 
view, wishing to employ nurse practitioners, and 
from the standpoint of developing a training 
program. This experience has been invaluable and I 
would put personal diplomacy atihetopof my list of 
features which have^bfeen crucial to our program. 

Personal diplomacy is 'also very important Jn 
trying to develop a standardized curriculum. If you 
can agre^ on the role, if you can agree on the model, 
. can you develop curriculum that is usable in Chapel 
Hill in the somewhat crazy hothouse environment of 
the University Medical Center and still usable out in 
' the small community hospitals in their somewhat 
different setting? We h^ave made major efforts rn this 
direction. Vfe now have, as I say^ a major curriculum 
' that has been exported once. We recognize that it is 
imperfect and thafwe do not Jpve all the details, but 



it has worked. ^ce and with continued fefirtement 
we think it scan be exported. It is flexible 
curriculum. We try to give an outlrne of what needs 

, to be done.. We also have developed a fair amount of 
material in the form of self-instructional programs 
which can be used in'Chapel Hill of in the remote 
site. Still we are not completely convinced that this 
in and of itself is adequate. You just cannot give a 
curriculum to someone else, and say, ^Now go do it," 
They have got to be able to change and tinker with it 
to an: extent, and thafs where I thinkj personal 
diplomacy becomes important. Can you go out with 

^ your curriculum and interpret it? ^ 

Another feature that^we feel is important is 
' developing full-time faculty in the regional site who 
are responsible for implernenting the. program. You 
cannot simply drop teaching responsijDilities on the. 
local school of nursing or on the local physicians 
who think they want to have a nurse practitioner 
program. You really have to have someone out there 
in situ who can be responsible for seeing to it th^t 
what you intended was in reasonable fashion carried 
through: We feel that this full-time faculty should 
include not only those who are going to be 
responsible for the teaching, but also individuals 
who may act as a role mbdel for the product in 
advance of implementing the program. So; in a 
community that is interested in developing regional 
programs, wi3 would try to get a nurse into the 
program at Chapel Hill, have her go back and double 
as both a role model in a practice situation and an 
adviser tq the group that is developing the training 

' program. As you can see. people in that position 
pften get strung out. They are j^upposed to be a role ^ 

^ model, a practitioner, a healer of disease, the major 
bomo of bird-dogging the purriculum, and also a ^ 
politician worp^ng aboytthe legislation m Raleigh. 
I t c^ Ja^-gl^y diffic^Tfposition at best, but we f&el 

J^/TiK^^i real consequence. 

The last thing that we think is important is the 
whole business of testing and evaluation. Goo4 
intentions are simply not enough; Our experience 

^ has led us to believe that you really do have to have a 
series of controls through quizzes, tests, and 

^evaluations. This is a rnajor bone of contention, 

/since developing the perfect instrument to test the 
kinds of skills that you are tryirtg to. impart is 
impossible. All of us who have struggled in the area* 
of testing and evaluation realize that it is an 
imiperfect art, not a science. However, we do feel, 
based on our experience, that it is very important - 
that the regional program agree in advance that they 
will use at least the major examination format that 
we in Chapel Hill develop in collaboration with them. 
This dqes not include minor in-course quizzes, 
seminar-type'oral discussion, and so forth, but the 
major modal points in the curriculum, the major 



tests, in theabsenceof any majordevelopmentupto 
this point of an external certifying body, we tliinl< tlie 
regional program should agree to' use the same 
testing materprth*at we ia 'Chapel HilLgre using. If 
you are gofng to export a program on a regional 
basis in a geographic area like a state, then you must 
insure that you are producing a commodity that is 
the same and testing is a major part of that endeavor. 

In a nutshell, those are my obaervations on our 
experience. There are many, many things that I 
would say about the regional educafional of nurse 
practitioners, but I think that these are th6 key points 
in ouratjempt to regionalize ihe education. I would 
be happy to respond later to any particular points 
you may wish to discuss. . » 



Continuing Education 

f ^ Dr. Douglas Fend6rson 

Although there Is little evidence of its value, 
continuiDg education is one of the high-demand 
commodities of our time. Providers of continuing 
education have provided a veritable flood . of 
brochures. Physicians tell me that they receive 
several hundred a year/ Last year's AMA listing of 
curren.t programs lists some 3,677 courses given by 
876 institutions of which 440 were accredited by the 
AMA. That, of course, does not include all of the 
State and r local courses provided by individual, 
hospitals 6r specialty societies, or many courses 
provided by the voluntary health agencies. Evidence 
of public concern with quality of care is seen in the 
remarkable escalation in m|i)practice claims and 
costs. That happens to beoneof the very important 
health care policy issues of the time, as evidenced by 
PSRO and other legislative actions. ' 

Medicine and other health professions, eager to 
provide some public reassurance on the question of 
quaflty of care, short of intrusive performahqe and, 
outcome ^monitoring, have chosen continuing 
education and its ennobling slogan, "life-long 
learning," as an acceptable compromise. Several 
State associations are following the lead of Oregon, 
which* requires, continuing medical education as a 
condition of membershipjn that State association. 
That is also true in the State qf Minnesota. Perhaps 
half a dozen States are now requiring, under the 
medical practice art, some indication of continuing 
competence on the part of physicians and in dome 
instances other professions as well, One state. New 
Mexico, has a relicen^e requirement. In both of ^ 
these circumstanqes theVequirements are totally or 
in part fulfilled by evidence of participation in 
continuing medical education. The American Medi- 
cal Association, through the Physician Recognition 



Award encourages physicians to participate and 
accumulate credit. Several specialty medical socie- 
ties either now require, or soon will, evidence of 
participation in continuing education as a condition 
of membership or as part of a , recertif icatipn 
process. The notable example, of course, is the.^ 
Academy of Family^Physicians. The bulk of continu- 
ing medical education programs are presenied 
through the 79 AMA-accredited academic centers, a 
fact of increasing cencern to local. State, and 
national societies'. If continuing education is going 
to be big business, the professional associations 
want an important piece of the action! Thus itspems 
that much of the control of continuing health 
professions qducation is jjrioving away from the 
academic centers and into the practicing communi- 
ty. I will illustrate this change procfess with reifei%^nce 
to my home State and relate it also to the Minnesota 
Area Health Educatioh, Center. 

The Minnesota State Medical Association is on^ of 
33 such associations in the country recently granted 
authority by the AMA to accredit local sites for 
continuing medical education. Seven more are in 
process. Oil May 3, my office wilj sponsor a 1-flay 
orfentation program for physicians representing 
prospective applicant groups: community hospitals, 
clinics, specialty societies, and voluntary health 
agencies. The purpose of this 1-day program is to 
provide a basis for the applicants to decide whether 
or not they wish, to follow through with the 
application, and if so, to provide a basis for "passing 
muster." The Association requirement of continuing 
medical education as. a condition of membership 
ptoijipts this plan for decentralized and local control 
of continuing education. What the State association 
wants is convenient, regional access to quality 
education at an affordable price. I doubt that the 
same 40 representatives expected at that meeting 
will become experts at adult education in one day, 
despite our amazingly effective instructional pro- 
gram, but I have no doubtthat my role will be forever 
chafnged. Instead of being the ringleaderof a40-act 
show, I will increasingly, play a consultative and 
facilitative role between medical groups of various 
sorts and the resources of a land-grant institution 
^ which has the responsibility of helping to make its 
Aesoyroes av&ilable to the people of the state. 

Continuing education in our State in all of the 
health professions is supported largely through user 
fees. To the extent that we are sudcessful in hefping 
state and local societies gain control over this 
increasingly important aspect of their own profes- 
sional destiny, our own revenues will shrink and our 
own illustrious existence may be threatened. Can 
you imagine the^ swell of moral virtue I feel -in 
thwarting the survival and self-seeking instincts 
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which may characterize some mortals as I diligently 
work myself out of a job? Not only does the State 
association want to decentralize continuing medical 
education, but the largest of the specialty societies, 
the Acaderfiy of Family Physicians, has defined a 6- 
year cyclic core, specifying topics, annual priorities, 
recommended hours,'' and recommended curricu- 
lum outlines. This, to some extent, limits the faculty, 
who like to " do their own thing" and believe that 
what they think is Important. \s what the local 
physicians need to learn. ButtheAcademy of Famjly 
Physicians is pursuing their own plan very diiigentiy, 
' and tl^ey are urging local groups of their members to 
band together, to select from the annual. core 
priorities'that set of topics that they wish to^study, 
and arrange whatever speakers^they will, inclu^ling 
the University, if t^hey wi5h. Topics selected from the 
cord are in essence pre-approved by the Academy 
for "prescribed credit." I am working with five such 
out-State programs with the Academy at the present 
0 timeandcould probablytriplethatnumbernextyear 

if the University had the resources to respond. 

» . - - 

The continuing education program at Minnesota 
is the oldest of Jts kind in the country. We have the 
first residential center for continuing education in 
the United States. Another infringement on our 
hallowed, centralized, and heretofore franchised 
and protected -program is the Rural Physiqian 
Associate. Program (RPAP). wherejunior medical 
students spend 9 fo 12_m0nths working with 
preceptors around the State. That program began in 
197t. It predatedthe AHECand perhaps stole a bit of 
its thunder. |t seems the State Legislature was upset • 

^ with our venerable institution, dedicated as it was to 
the search for truth, and with secondary objectives 
of the* institution of youth and service to the people 
of the State. The legislature agreed with the goals 
but disagreed with the priorities. Accordingly, 
special funds Were made av^iJable from both State 
' and Federal sources to place 5ome 40 students in 
rural preceptorship arrangements. There are pro- 
grams with similar goals in the-fields of pharmacy 
and dentistry.^ Faculty make rnonthly educational 
r visits, which include noon seminars not only for the 
pteceptor and the student, but also for practicing 
physicians from the community, hospital staff, the 
^ administrato^r, welfare and public health workers, 
and others as appropriate. It is a real opportunity for 
interdisclplinai7 sharing. Many of the preceptors, 
and some of the students, have been unhappy with 
this forced integration and this semblance of ^eam 
communication, but the director of the program. Dr. 
John Verby, is a staunch defender of the idea that 

. farnily practice involves a community emphasis 
beyond the cozy confines and mystique of the 
physician's private consulting room. 



This year, as an agent for AHEC, I have been able to 
formalizfe se'gmefnts of AMA-and Academy of Family 
Ph^sician-accrefdited continuing education in 13 of. 
the 36 specific Sites for this RPAP program. We are 
now seeking to help to bring these several regional 
efforts together in some coordinated fashion. AHEC 
has supported a r^ional coordinator in its St. Cloud 
^center and will expand it this year. Instead of having 
faculty go to some 36 locations, we hope to have 
someth ing like six or eight locations, wifH the faculty 
being more actively involved'in the defined pro-; 
grams^of continuing education which fit into bo'th ^ 
the new State Medical Association regionalized * 
plan, the Academy of FamilyPhysician regiofializecJ^ 
program, and a" regi&halized coordination of the 
Rural Physician Associate program and in fulfiil- 
ment of anumber of the other Area Health Education ^ 
Center goals. We do have the largest residency 
training program for family physicians in the 
country, and just now^ partty in relation to pressures, 
through AHEC and AHEC-stimulated thinking, that 
program, which has up to now been almost entirely 
confined to the metropolitan area, is beginning to 
move strongly into rotations, around the State. 
Those rotations are anticipated to be includedjn 
such regional coordination. 

Press.ures for change and adaptation jn the 
heafth science schools and professions have 
stimulated a variety of adaptive and maladaptive 
responses. One of the great cpntributions of AHEC 
in our state is to add a point of view through which 
we are able to knit together many loose ends and to 
reinforce adaptive change which draws community 
needs and resources and institutional needs and 
resources together in a more coherent and mutual- 
ly supportive plan. * . 

I started out by saying that the evidence tor the 
value of continuing education is weak. Indeed, the 
evidence of relationship between personal health 
services and leading indicators of health is not * 
strong. But the formative evaluation process, 
together with a relatively flexible response capabili- 
ty of AHEC, has in our State visibly hastened the 
prqcess of adaptive change. In his thoughtful article, 
"Continuing Education: A Search for Improved 
Feedback," Steven Goldfinger lists six criteria for 
judging the success of continuing education, 
ranging from attendance at courses through im- 
proved health. He notes that^he evaluation problern 
is in primitive stage§ df evolution and say^that good 
evaluation may be more expensive than substantive 
programming. Indeed, extraordinary attempts at it 
are thq least cost-effective aspect of the Whole 
enterprise. He notes that in his experience the 
introduction of the nurse practitioner has donepiore 
to favorably influence the quality of physician 
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behavior than all of the continuing education 
courses Harvard has offered. He expresses the view 
that effective continuing medical education is 
inescapably, simply vocational training in its strict- 
est sense. He argues that students need to learn how 
to learn, in ways that will serve them for a lifetime, a 
weakness in most medical education. He concludes 
by emphasizing the importance the teacher has as a 
role model, a point that wias just made here by Dr. 
Pickard. To some extent, he says, the teacher is the 
lesson. This begins to sound a bit like the Marshall 
McLuhan paradox, the medium is the message. 
AHEC is a medium and a message as varied in its 
expression as the complex patterns of strengths and 
rreeds in each State. 

JReference 
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Audience Qluestions and Discussion 

Dr. Hartwell G. Thompson, West Virginia: Dr. 
Pickard, I was very interested in yourde'scription of' 
the nurse I practitioner program here in North 
e^rolijna. Ft*om your perspective of this program and 
the.ones tfijat are related to^it, do you feel a coming 
together of some of these programs? I am thinking 
^^irticularlyl of some of ^ the jurisdictional or turf 
problems that may arise between physicians' 
assistants e nd nurse practitioners. I wonder where 
we are in the evolution of this, so we c^n have some 
. type of standardization arid cooperation along the 
lines which you intimated would and should come in 
the future. ' 

Dr. C. Glenn Pickard: I think this is coming 
,about. However, the problemsuare rq^al; and I don't 
think they are going to be resolved in the near future. 
A(iyway you want to look at it, there are trade guild 
, problems"that have created difficulties in this whole 
mbvement., This has to do with problems between 
PAs and nurse practitioners^ between nurse practi- 
tioners and physicians— you name it and there has 
been a fight, a't one level or another, between these 
various groups. Two or three things are, I think, 
•encouraging. The pediatric nurse practitioner /ift^ 
'with the American Academy df Pediatricians has 
been resolved. They recently^ came out with a 
position paper that, as I view it, is a major step 
ibrward in terms of the basic difficulties between 
organized nursing and organized mddicine. Many of 
the PA programs are accepting increasing numbers 
of nurses now into what were previously terijied PA 

o ' . .. •. , : i A 

ERIC 24 



programs. Nurses are not entirely happy with it, but I 
think that in those PA programs that moving more 
into the direction of primary cafe'specialization they 
are acknowledging that nurses trained somewhat rn 
the same way as the former nurse practitioners 
probably can perform very well. Other PA programs 
tend to be moving in the direction of a second track 
medical school, so I think there is still a divergence 
there. There aje those who state categorically that 
some of the ol3er PA programs which have acquired 
increased academic excellence and increased 
culrrrculum load now look very much like medical 
sch6ols. Indeed, graduates of some of these 
progcaTns h^ve challenged the National Board of 
Medical Exammers^to be given the right to take the 
test and be licensed as a physician as a result of this. 
So, I think there is still a divergence within the PA 
movement, a convergence at one level and a further 
divergence^t another. With regard to salaries, many 
/states, such as ours, have had to face up to the fact 
that th^ PAs were there f irst^st with the mostest, and 
■ got .the ^ost money. Many State civil service . 
systems^ such as ours, have set PA salaries at a quite 
liigh level. There has now been a reexamination of 
this h our State, and in general the PA salaries are 
coming dowp and the nurse practitioner salaries are 
going up. &o, in terms of acknowledging that the role 
and function, from a medical point of view and the 
reimbursement point of view, is quite simila/; there is 
again a coming together, I think there is some hope 
that out of this maelstrom df confusing labels and 
confusing programs,' we arf> beginning to get some 
concurrence around i^asic program issues, but it is 
far from resolved. 

Dr. William Wiese: I think one of the ways of 
developing certifiability, in addition to the ones . 
outlined by Dr. Pickard in nurse practitioner 
programs, is using a standardized curriculum and 
standardized tests. One of the ways we have done 
. this in New Mexico is to exehange faculty. The tests 
generally measure knowledge, content, and cogni- 
-tive abilities. I think one of the real questions and 
problems is how you measure performance abilities, 
"^ and criteria are difficult. The ways that it is dphe 
involve direct observation. We have found that if we 
exchange pur faculties we can get a better feel for 
'the standardization of the. program's' and the 
performance of the trainees. Basically, we take 
^ jfaculty from one program and have them^Dersonal(V 
evaJuate the trainee in another program. I think this* 
has turned out to be quite a good way. It is very 
satisfactory, helps in the communication between 
programs, and helps in the development of mutual 
respect for the several programs. / ^ 

Mr. Ismael Bob Morales, Texasy Dr. Fenderson, 
in your cor1nments_pjertaining tj> the preceptorship 



for 6 to 9 months at the undergraduate level, what 
. has been the experience, to date, in te^s of these 
individuals gping into a practice in a rural area? And 
secondly, are you also carrying out, or do you intend 
to Carry out. a rural residency program for a period 
of possibly 6 to 9 months for family'practiti9ners? 

Dr. Douglas A. Fenderson: With regard to the 
firsf question, return to rural areas: of course it is ' 
early, but the evidenceJtp date is strongly in favor of 
these people returningT%iany of them to the sites ' 
where they had their 6 to 9 months* preceptorship. 
To some' extent, of course, this is a preselection 
phenomenon. It is also noted, however, that many 
stuc|gnts lose their enthusiasm for primary careand, 
thus, for care in outlying areas, in medical school 
where the identification models are" all in the 
direction of specialty medicine and urban practice. 
.And so, what it Seems to cto is to preserve some of the 
early commitments ir^ this direction. It has also been * 
noted that many students who are in brief preceptor- 
ships of, say, 6 or 8 weel<s, tend to leara the 
disadvantages of rural and small Jown practice. 
They are generally enthusiastic about the richness 
of the experience but very discouraged about the 
conditions under Which their^preceptors practice. 
However, those who stay out for 9 to 12 months get 
involved deeply into the'community and understand 
something more of the advantages of that style of 
practice. If seems to have a much mo/e salutory 
effect. With regard to rural residency programs, very 
little progress has been made, and it is only in the 
past year that any serious attempt at developing 
rural residency training has been even actively 
consi^dered by the faculty of the medical school. But 
it is beginning to tal^e place now. . ^ / 

Or Thompson: I would lil<e to asl< a question of 
my colleague and friend, Don Arnwine. In the 
community-hospital, whiph has a significant com- 
mitment to allied health education, as we do at the 
Charleston Medical Center, when a program for 
educating medical students and expanding house 
staff comes in, do you visualize, in this situatjon. that 
you eventually run out of resources? There is just so 
much space and so many dollars in the system. I 
would be interested in hearing your speculation as 
to how you try to reach a reach a reasonabfe balance 
in this equation so that the essential characteristics 
of the community hospital are not lost and §b that we 
dop't, in an attempt to solve onj^,pr6blem,'bacl< away 
from the commitment to anpther I thinl< we all feel' 
this is quitg^ignificant, as it has been in the past, and 
may fj^^greater significar^ce jn the future. 

Mr. Don Amwine: Speal<ing to the economics of 
the proposition first, the amount tliat a community 



hospital can afford to invest in educational pro- 
grams, of all types, therfe are no standards. I'suppose 
that you can look at the situation in some parts of the 
country where community hospital organizations, 
such as ours, are spending maybe 8 percent or 10 
percent of their total resources on educational 
programs. In those situations this has usually been 
built up over a long pferrod of years and after long 
involvement ^ith a university. In our particular 
situation, we have rather arbitrarily assigned 5 
percent of our resources to educational p^rograms. 
Now we hope tatry to stretch thoselrfthis way and. I 
might add, they are not stretching very well at the 
present tim6. In^the-area of allied health education, 
we are attempting to move as many of our allied 
health educational programs into academic institu- 
tions as we possibly can. Every one of them that has 
sufficient strength in the curriculum to deserve 
academic credit we hope to be able to mdve into one 
of the local colleges or,..in some instances," maybe 
colleges or universities some disfancfe from Charles- 
ton: This accomplishesr several things. Obviously, 
first of all, it gives the student more horizontal and- 
vertical rrtobility within the health care field. We are 
less 9pt to lose our brighter students. Secondly, 
presumably^, an educational institution »can do 
better job of educating than can.a service ihstitujion. 
And, thirdly, there is the economic advantagjeT. It is 
our point of view^th^t society. has, in large measure, 
ignored the educational n^eds in the health care 
field. They are not supporting them to the same 
extent that they are jn other indgstries. and a^hough 
there is a lot noise in the system at>put thfe amount . 
of money they are putting into them, the fact remains 
-that hospitals have had to absorb, within their*- 
patient pendiem, a lot of the educational costs. So, to 
the extent that these can b^ moved, this wilftfielp to 
extend those funds. Let me cite one exar^le. Last 
year, one of our hospitals opej^ted a diplohia 
nursing program. The loss Was $330,000. An 
agreement was made with a local college to support 
their associate degree nursing program' and to 
underwrite. th§ir loisses. Last year our share 6i those 
losses was $36,000. Id some instances. jve have to 
fund those programs to makeitpossible^ but I think 
through that kind of stratjegy we can [iielpstretch the 
dollars. We are reachinjg |a point where wd are going 
to have tp make some/judgments'about priorities in 
increasing the size of ^he house staff, from .the 
standpoint of maintaining our character as. a 
commurtit^^^jKJspital, and alSjO frdra the standpoint of 
how mux5^ can be atjsorbed In the sick fund, 'SO to ^ 
speak. • , 

Br. Eugene S.. Mayer, North Carolina: I have a 
question for Dr. Pickard.and it relates 1^ a comment 
that was made this morning by the practitioper who 



said thdt his concern was really not money ^s much 
as loneliness. I think we all know that one of the 
problems of the family practitioner in small commu- 
nities, and 1 expect it will also be the problem of 
nurse practitioners in the small communities, is one 
of professional isolation. I think that one of the 
things most of us in the room have said, at onetime 
or another, is that AHEC is designed in part, to deal 
with that elusive thing called ''the professional 
environment." I would like to ask Dr. Pickard if he 
sees anything ' in the way of support for the 
practicing nurse practition^f from other health 
professionals that is going to come from the 
existence of Area Health Education Centers. 

Dr. Richard: I don't think there is any question, 
Gene. This is our firm intent. I think part of our 
strategy in developing the family nurse practitioner 
program has been to attempt to address the issue of 
loneliness and isolation. This is one of the reasons 
why we insist upon a nurse practitioner having k 
sponsoring physician before shfe comes into the 
program. We emphasize throughout the program 
that this is a team affair. This is usually seen in the 
context that this has to be done to assure that- 
medical practice 'is carried out in a responsible 
fa^^hioh, and certainly that is not the least of the 
issues as to why the nurse practitioner and the ^ 
physician have to have thi3 definedc^ relationship. 
There also is the key point that many of these nurses 
practitioners have provided for the physician with 
whom thdy work, anql vice versa, a mutually 
supportive relationship, whereas before the physi- 
cian has been operating in relative isolation. Now he 
has someone in his office who is a part of a bigger 
system. Many of the practitioners who have cometo , 
us, identified by the nurse who wants to get mtothe 
program, or vice versa, are physicians who have 
been practicing in relative isolation, whp have had 
hOTeal relationship with the university other than an 
occasional blessing througl;i our previously r^er 
traditional continuing education programs— which 
is 2 hours of education, once a^ year. By virtue of 
having a nurse practitioner, who has been trained in 
a university program and who maintains her 
contacts with that program, whether it be through 
the AHEC center or through the i^rbgram inr Chapel 
Hill, we hope very much to encourage and to 
continue to develop this fe§lmg of bjBlorrgjng to a 
biggerpicture, whjereinyour problemsjcan be solved 
in some way. Wnether it is ^a referral problem or 
whether it is arr educational prpblem/hthink we have 
seen' a numDer of examples where^the nurse has 
clearly provided the physician with this access, 
either for solution of cliniCBl problems, educationa^l 
problems, or what have /ou. Cle^Vl^, this is, again, 
part of bur long t(|rm strategy. ^ 



Dr. Wiese: I would like to ask the gentleman from 
North Dakota, who raised the question in tlje 
beginning, to validate, dispute, or otherwise com- 
ment on that answer. 

Dr Keith G. Foster, North Dakota: I have trained 
and do have a nurse practitioner working with me, 
and I think that is probably so. I do have another 
question I want to ask Dr. Pickard. Since you are 
leaders in this particular field, wh^t have you done,, 
so far, in qualitatively^ssessing patient acceptance 
of the nurse practitioner? 

Dr. Pickard: In terms of formal studies, there 
have been two in thestat^>^ut, as you know, they are 
just extraordinarily difficulty get at. One of^the 
programs was west of AshevHlft^jwhich is the only 
major source of care in a large part of a very rural 
county. They sent out a questionnaireand said: "Do 
you lilfce ydur nurse practitioner?" And the obvious 
answer is, "Yes." You know, it's the only s^ow In 
town, and who is going to send in^^ questionnaire 
saylihg, "No, I can't stand her." Unfortunately, that is 
the state of the art when' you try to get at this rather 
ephemeral question of how well are they accepted. It 
is not much better, I think, to do these kinds of 
studies than to accept the anecdotal evidence we 
have, and the anecdotal evidence is that they are 
quite well accepted, in all strata of society. A large 
number of the nurses we hav6 trained have gone into 
programs affiliatedwith minority groups, disadvan- 
taged groups, etc, Atad, I think there again it is no 
surprise, if you put in a program which is specifically 
addregsgd to a minority group that cannot afford 
care elsewhere, they are apt to like it very much. 
There are, now, probably 20 percent to 25 percent of 
our-graduates who have gone into affiliation wrth 
primary care physicians in.private practice, and th^y 
have found extremely good acceptance there. Now 
this is certainly not universal; in arjiy practice, there 
are going to be those patiShts who say, "Don't send 
me to your nurse practitioner; I pay to see you, and I. 
want to see you and you alone." . / 

' Dr. Foster: How about information in relation to 
the physician extender who is not a nurse practition- 
er? Do you have any comparison there? 

Dr. Pickard: No comparative data. Anecdotally, 
you know, the numbers are so small that my 
impression is that it is largely a matter of Individuals. 

Dr. Henry S. Uhl, North Carolinay I would like to 
comment on the question that was raised* by our 
colleague from North Dakota. It was brought to my 
attention^ just a week ago, in talking to Dr. Juilian 
Keith, who is now theCKairman of the Department 
of Family Medicine/at Bowmari Grey School of, 
Medicine, and who practiced as a farqily physician in 
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an isolated rural community in eastern North 
Carolina for some 10 years. He told me t>iat he did 
not feel, always, so professionally isolated or lonely. 
What he found, and why he left, was the lack of - 
' adequate social, educational, and cultural resources 
in, that region for his wife and his family. Now, I 
•realize that this is not a function of AHECs, to solve 
the social, cultural, and economic problems of 
society in the United States, but what I fear is that 
these factors may be more determinate on the 
deployment of supporting professional personnel 
than anything we can* do through upgrading our 
educational resources and locating them away from 
university centers. 

Dr. Wief^. I would like to respond briefly to those 
remarks. Perhaps the answer to that problem, which 
I think most of u$ dfb recognize, will be addressed in 
part by re-examining^ ^eme .of the admissions 
TXolicies into the various professional training 
programs. Secondly, the same observations can be 
applied not only to the physicians and professionals 
who are going, to be delivering services, and do 
deliver services in rural, rsoteted areas, but alsoyfo 
the educators jh the3fci£Gs themselves. Me/Uprf^ 
was made ofiMerreeSto use fulMimefacu^ 
:-oMtTe^s]ruations, and this becom^s-a-rg^ruitment 
problem in and ofltself. It certainly is relevant, and I 
don't think it is diquestJon we can ignore. ^ 



Charles Andrews, WBsf yirginlai 1 have a 
^comment about precetorships^and then would like 
to ask Dr. Fenderson a question. The University of 
Kansas"^Medical Center, sinq^at least 1945, has had 
a preceptor program in which students were sent out 
to western Kansas in the rural areas. The figures I 
saw, I think in the past year, indicate that about 25^ 
perce^l of the graduates of the University of Kansas 
Medical Centefhave practiced in Kansas, and most 
^^^oJUhefn are still in Kansas CWy, Wichita, etc. It is true 
that they spent the 6 to 8 weeks time period that Dr. 
Fenfderson mentioned, and this may be the-reason 
they did not stay out in western Kans^ In' West 
Virginia, with all due deference to-rny friends from 
Chairleston, I think that by any standardsWou would 
agree that is a rural^rea. Ninety-eight pAoent of our' 
medical students come from West Virgin ik and 75 
percent of them come from the hollows— or Irowever 
you want to (^escribe it. They spent 18 to 20 years 
becoming familiar with the culture and this type of * 
thing, and I do not see how another 6 or 8 months will * 



acquaint them with whether the rural life can be- 
better. So. I have difficulty seeing how a preceptor 
will help, us with this problem. I wondered, in 
Minnesota, do you choose people from Minneapolis ' 
to go out into the rural areas, or how do you select 
them? I would have great difficulty with thejratje^off 
in the junior curriculum, versus^ precetfto/^hip at 
that level. / J 



Dr. Fenderson: There have t^n a number of 
attemgts^tvfougli financial incentf^sorex^ienGe^^ 
--orpTe-selection, to get people to go to^reas of need, 
and there many factors involved in thisSThe topic is 
worthly of serious discussion in rtsownnght. In fact, 
I gave a paper on that subject last week in another 
meeting. With regard to the program in Minnesota; 
the students are self-selected, and the bulk of them 
going into a rural preceptorship^ do come from 
relatively smaller tqwns, A$ ydu know, many 
students when they come to medical s^hodJAn^jtate 
general fantilly' practice or primaryjsfr^ictipe is theiro 
orientation. You also know that tfiat kind of-; 
cdmmilnoent tepds to wane very substantially as 
they comie under the sustained influence of spe- 
cialty practice and the particular characteristics of 
the university teachings hospitals. It becomes 
increasingly difficult for these people to maintain 
their commitments to the kind of practice they had in 
mind, based on their twenty years of experience in 
those smaller towns. What seems to be happening, 
in my view, is that we are maintaining that enthq- 
siasm. We are making practice opt ons that are not 
realdily'available or not readily^ dibcernible in the 
metropolitan areas much n^6re i apparent. The 
options are much more realfand the experience of 
returning to the rural area— not so much as a citizen, 
in general, but rather as a practicing physician-^ 
seems more feasible. It is really too early'to gxamine 
this kind ofthing.Tiie evidence, however, oh various 
attempts at loan* forgiveness, with^»the notable^ 
exception of Kentucky, has been atf unmitigated 
disaster. The students buy theirway out; theyslmply <^ 
don't go back. One of my former associate? said the 
problem is n<i{ so much the maldistrH:)ution of' 
medical manpower; it is the maldistribution of the 
population. Who' wants to live in a town without a 
doctor, or who wants to live in an ^economically 
marginal area— or an ai^ that does not hav^ 
educational, social, cultural, recreational advan- 
tages? So, we should declare many of those areas 
ndnoperative and move them all to urban tra'Qe 
centers. 
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A variety of terms are used to describe the bringing 
together of different disciplines for a common 
purpose, §MCh as "Interdisciplinary," "cmssdiscipli- 
nary." "transditeiplinary " "multidiscipmnary," and 
scores of others. Each of these has a deferent shade 
of meaning, a different implicatidn, and a different 
application. For the sake'af^mplipity, I will simply 
use the term "inferdisclpfinary" and you cap make 
your own interpretations. ^ \- 

Interdl^plinary health education is now b^eing 
hailed as the critical means for providing b'etter 
health care to people. Some contend that many o^ 
our health care delivery problems today are directly 
delated to a lack of understandfTig and appreciation 
for the actual and potential contributibns that each 
of the different disciplines can make towards patient 
care. These arguments , are conyiaetn||, but is 
interdisciplinary education, like-tfeating the whole 
person or like providing for continuit^^of care, an 
idea more likely to be extolled than actually 
accomplished and implemented? Ttie -research 
studies that have been conducted are case-by-case 
studies which look at^how team members feltr how 



they interreacted, how theyjnterrelated, and very 
ifttle substantive research has been done on the end 
product.' How indeed has interdisciplinary educa- 
tion affected that outcome— patient care and the 
quality of care? Many of these questions still need to 
be answered. 

, Basic to our discussion this afternoon of interdis- 
ciplinary care is the consideration that interdiscipll^ 
nary activities ar^ cboperative activities. In our 
society, the various disciplirtes typically have not 
had a collegial relationship. They have been trained 
'very sepairately, and- they are' all striving for 

^ « professLonalization. Professionalization leads to 
intragroup relationships, intragroup status-seeking, 
and much jess regard arid need for relating to other 
relevant disciplines. Furthermore, our educational 
system has really not been very supportive of 
effective team functioning. Much of our activity in 

f ^ education has really been aimed at the maintenance 
of the integrity of each individual profes^n affid 
discipline. We have been focusing on specialization, 
where each discipline narrows more and mor^ its 
area of expertisea'nd interest andtherebyerode^he 
common ground for understanding and communi- 
cation. Thus barriers become established and 
strengthened. 

The reason for a focus on interdisciplinary 



education is that wil( supposedly lead to team 
functioning and >4am care of patients. As we alC 
known, tlie h^th care teams are composed of 
discipline^.^m a variety ofv^backgrounds/^ome, 
^^JOb-asIhe nurse aides, have iift)e educ^trOfi beyond 
high school; some have 4 or $ yga?s/ after high 
school: and some have 10 or Vpon/^ years after 
college. Putting these various discij;)<l1^ together in 
a mix and expecting them instantly tb^relate to each 
other, to communicate, to be interdfepdndent, and to' 
collaborate, is reallyataskof thfehighesVrnagnitude. 
Yet that really is our expectation on the hospital 
wards and in the clinics. With ypry little prkjaration- 
toward this goal, we do expect the teams to function 
effectively. Yet the teams, besides having tVwork 
out their own problems of relationships, of inteVdep- 
endence, of accepting one another's contributions, 
also have to interrelate with and rjBlate to the patient 
system, which is another area on which we have nc\t 
focused rpuch attention. The patient and his family , 
come to us, as health care providers, with a variety of 



needs and expectations. They have complex prob- 
lems that are physical, emotional, psycho-social, 
and economic. They look to the health care team, 
the health care deliverers, for some sort of solution 
for all of these problems, which are indeed most 
interrelated. They are looking to us for treatment of 
disease, for maintenance of heafth, and for improve- 
ment of living conditions, which certainly affect the 
status of healthr they are looking to us for public 
education, and for action to change their situation 
by some social means. 

When we reflect upon the health care teamed 
foak at its specialty Qpmposition, one very obviotlfi 
' question is which member of the health/ care team 
can fo.cus effectively on mpre than one^^t most two, 
of these areas- and dp a good job? Tile health care 
team must concenlirate on the diagnosis and 
treatment of the medical brobtem, and they must 
focus on the diagnosis and treatment of the socio- 
econpmic problem, such aB some maintenance of a 
higher status of living for me patients. Therefore it 

V 



Panel #2: <from left to right) Dr. Leyasmeyer, moderator, and paneRstt: Ms. Feldnmn, Dr. Noback, Dr. Schlmmel. and Dr 
Koiimorgan. \ ^ 




becomes very obvious that th^'team meijiberstiave 
to function as an integrated, interdependent t%am 
wholly on each other heavily and are able to use 
each other's resources and capabilities to the very 
fiillest. fj- 

ft 

^ As I said earlierl we have just begun to address 
these questions lapd issues \n bur health scienc|s 
curricula in our health scienpes schools. At th*e most 
simplistic level, we haVe Jiptroduced a variety of 
behaviorar science courses into our curricula, 
which, of course, broaden the perspectives, hori* 
"zons and understanding of the health sciences 
students. We have opened up courses to students 
from mord than one^cipNne, with the expectation 
that if the nursing student rubs shoulders with a 
medical student, some results will be there that are 
beneficial. We have placed students from different 
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I represent severahvery dedicated nursing faculty 
members of the University of Minnesota School of 
Nursing, St. Benedict's College department/ of 
Nursing, and a b/oad spectrum of nursiag per$pnnel 
^ who function in various capacities throughout the 
"University of Minnesota AHEC target area of central 
Minnesota. My function as nurse liBison of the U of M ^ 
AHEC staff is to coordinate and facilitMe sevef^aj.. 
aspects of the nursing component included in the-'^ 
Minnesota AHEG project. 

Thjeyconcept of curriculum articulatio'n, which is 
thetitle of this particular presentation, appears to be 
a relatively innocent phrase which reflects a 
/Seemingly logical and rational approach ^ to the 
disciplines in the same '*0bttent ward with the// educational process involved in preparing person- 
expectation thr&t if they see each other functioning ilel who will perform different but -related functions 
even independently, some benefit will accrue. To /within the health care fietd. However, as one 
date, the benefits bave been very minimal. A better / examines relevant ^ literature and discusses the 
approach, of course Js to assign students tO/^ome/ concept with knowledgeable persons within the 
joint project, such as providing comprehensiveoare^ profession, one /rapidJy becomes^ aware of the 
ta a family, whereby students are educated and 
guided to learn together to solve tt|e„ensuirtg 
problems. ' ^ 

One of the basic tenets of the Area Health 
Education Center is to provide the kind of education 
I have just been describing, and to produce health 
manpower who can meet the needs of oQr popula- 
tion and assist in providing healtti care that is 
available to all of the people in^e areas that wev 
serve. Interdisciplinary education is a very critical 
component of our overair attempt. The panel this 
afternoon will attempt to addi*ess the interdiscipU- 
-nary question from a variety ofVerspectives. We will 
ke a look at core curriculum concepts, how they 
ork^mtl-toiv they can be implemented and applied. 
We will be looking at innovative interdisciplinary 
team training and how that works. We will also be 
discussing an intradisciplinary program in nursing. 
Besides our general interdisciplinary focus, we 
should also look at what happens within a particular 
discipline. I n a discipline such as nursing, there are a 
variety of levels of individuals who need to relate to 
one another, need to have a change for career 
mobility and thus be able to move from level to level 
with a greater deal of freedom.* When we are talking 
about the health car^ team,; we need to be able to 
share (Expertise, knowledge and capabilities, both 
horizantally/and verticafly, including the lower level, 
as well as ui^ higher level professions. The' Area 
Health Education Centers emphlasize interdiscipli- ^ 
nary education because We bilieve that it will aid in 
overcoming existing Mrri^|-s -and iwng about 
funclfional teamwork.^pv:' ^ t 



ongqing heatecj/debate involving "curriculurji arti- 
culation" as Well as other related, xjongepts. /Al- 
though, muciy of what I will say concerning these 
concepts * is/related specifically to nursing, tTiis 
discussion is also true fortbe other disciplines in the 
health fieltirin^4tiis bri$f period I we*»W like to 
identify, Refine, or claf/fy some related concepts, 
briefly describe a few of the m'aior issues relevant to 
"curriculum . articulation," and also describe a 
couple of cutriculum approaches which Incori/orate 
this concept. Within this fr<^me of reference Vwould 
then like tCL^describe the U of 1^1 AHEC /nursing 
components. iFinally, if time allows, 1 wou/d like to 
suggest the interdisciplinary applicationsijf sqme of 
these educational concepts and approj^hes*^ 

The glossary of terms related m/curri^^iih' . 
articulation includes among others^e following: 

"Curriculum- articulation," is a^onaracteristic of-a 
program of learning exaeri^fices. "Articulation" 
implies the po^siMffT'ofDliilding directlyjjpon the 
learning experiences of one component ^of the 
nursing educetion system as^ a means of more 
' efficiently conrjpleting a subsequent component of" 
^,ihe nursing education system. 

"Career mobility" is the recognition of an individu- 
al's previously acquired skills and life experiences^ 
through provision of flexible curriculum patterns 
whereby' an individual may enter at his level of 
achievement and progress according to his own 
abjlity. There are two ways in whidh thi? can go. / 
"Vertical career mobility" is the advancement of r 
< persons through different levels within arj occupa- 
tionMhfough challenge exams, career ladcfer, career ^ 
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lattice, open, or accelerated curricula. "Horizontal 
career •mobility," is the advancement of persons 
within a field or the change of field through job, 
performance and continuing education. 

A "lattice curricujum" is one which incorporates a 
framework or structure upon which any person may 
grow, and usually refers to a core of knowledge or 
skill?, required of any person in a particular field 
despite level of educational preparation. This 
approach is intended tq provide a structure which 
allowa for either' vertical orhorizontal mobility. 

A "ladder curriculum," is opposed to a lattice, is 
» one which refers to thejprogression of a student 
through various levels oy an occupation or profes- 
sion! M nursing, it ustjally refdrs to the progression 
of alstlident through a prac/ic'al nursing program 
into ap Associate degree, and finally to a baccalau^ 
reateViursing program* 

A curriculum that exemplifies a coiroer mobility 
conceptHnd the concept of articulatlorV iadescribod 
as ian Vdpen curriculum.y An dpen curriculum in 
nursing ;€ducation is a Siystom which takes into 
accounrthe different purposes of variouXklnds of 
J programs out recognizes common areas of hchieve- 
j ment. Such a system provides students mobility in 
Xthe light of individual ability, changing career goals, 
^ an0 changing aspirations. It also requires clear 
delineation of the dicliievDment expectations of 
nursing programs from practical nursing .through 
graduate education. It recognizes the possibility of 
'mobility from other health-related fields. It is an 
Interrelated system of ^achievement in nursing 
education with open doors rather than quantitative 
serial steps. (Taken from the National League of 
Nursing statement of February 1970.) 

A "core curriculum" is a set of courses which are 
required for all studdnts in a similar field. 

With these terms in mind I would like to describe 
for you- some of the issues which comprise the 
present debate, .concerning articulation, career 
mobility, ladder, lattice and cipen curriculums. In 
this brief time, I only hope to raise the issues to 
provide a context for our program at the University 
of Minnesota, but also to stimulate thought- dnd 
discussion on the part of you, the participants. Some 
of these issues which -ate related to curriculum 
artlculition are based on the concepts I have just 
preseniea. h(rst ot all there is the debate about the 
hierarchy of personnel in health professions. Those 
who subscribdjp aladder curriculum approach tend 
io-6«bscr?Be to a hierarchy of personnel in the* 
profession. These hierarchies can be xnoreorjass-- 
defined. Insome ir2stanc6sihi^«.«ee*rr^^ 

e iieatth- professions as a pyramidi one huge 
pyramid. At the very lowest point are the aides arid 
the orderlies and at the v^iyjiighest point, at the 
'"apex-of this pyramid, are the physicians. Others feel 



. that there are pyramids according tdodcupatioriefl 
. groups. Jor exariiple nursing, where the doctoral in 
cursing is at.the apex and the,nursing assistant is at 
the lowest point.yhose who subscribe Xq a ladder 
doncept would say that the studQnt oughtto be able 
to enter and exit this pyramid at any step without 
loss of time, and with great efficiency, moving from 
one^step to the next on this ladder of the pyramid. 
Not all agree with that )dea. , ' ..^ 

Another issue related to curriculum articulation is 
that of ycore curriculum for all health-related 
personnel Sifter Ann Joachim in her 197,2 article 
discusses the fact that many of the ladder arid lattice 
currieylft.hafie as their focal points a core curricu- 
lurn^which means that all persons in the health f ibid 
wduld have a core of courses that would bo essential 
to theirjprograms. Sister Joachrm disagrees with this 
concept because she feels there are some courses 
that arje more essential to one occupation than 
another. She takes chemistry as an example: this 
may bo a very essential component for a medical 
lattoratory.technician but is of loss importance to the 
medical records person. (1972) 

A third issue is differentiation of curriculum 
leading to technical level and professional lewl 
|iealth care personnel. Are professional level Health 
care personnel osaentlally different from technical 
level personnel or are they simply more of the same? 
This issue Is related to the differentiation of 

" competencies and performance of nursing person- 
nel. Many of us who are In nursing or in the periphery 
of nursing have hoard people in the hospital setting 
say that nurse educators talk about LPNs, aides. 
RNs. Associates of Arts, BAs, MAs. and doctorates, 
but in the real world of work they all do the same 
thing. Just to seewhat kind of a reaction I would get, 
I posed this siJatement to onb of the University of 
Minnesota faculty person^ who has been wor^king 
for the past year and a half on identifying competen- 
cies for entry level behaviors, of the graduate 
nursing program. She did not get riled up at all and 
she did not throw mo out of the,.offtce. She Just 
looked at me and said, "Are you sure that's the real 
world? Maybe the real world is reflected by the 
educator who sees* the differences and states very 
strongly what these differences are." 
. Mildred Montag, In her 1971 article argues against 
the ladder concept; her statements are relevant to 
both the differentiation of curriculum leading' to 
these various personnel categories, as well as the 
differeatiation of competencies. In her opinion, the' 

-ISSSer concept seems to deny the integrity of 
professionaand the varying kinds Of practice within 
an odbupation. She asks, "Is there, nothing in 
medicine which distinguishes it from the other 
health professions and lends uniqueness and 
specificity to medical education?" (1971. p. 729) Her 
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biggest argument against the ladder concept Is In 
the curriculum itself. *'lt is my contention," she* 
states, "that to develop a curriculum one must have a 
picture of what kind, of person one is trying to 
prepare. With this picture clear, then, all that goes 
into the curricufum is geared to producing this 
individual."^(1971. p.-729) 

Several other issues related to curriculum articu- 
lation are life experience credits, ortlanket credits. 
This is a very essential component of the various 
curricutar approaches I have mentioned. Should a 
person be given blanket credit simply because ho 
has engaged in ce/tain types of aclivities^which are 
' seen as contributing* to som(F>outcome of an 
educational program? 

Another issue is length of time and content 
repetition. Many of those who believe or subscribe 
t© ladder and lattice programs do so because they 
feel it Wilf contribute to reduced repetition, and thus^ 
greater efficiency in programs pursued by students. 

The Qurriculum approaches which incorporate 
articulation concepts— the ladder, the lattice, accel- 
erated, and open curricula— are more feasible today 
because faculties of many schools of nursing or 
departments of nursing have been developing 
certain facilitator^ of articulation curriculum. For 

• example* with the availability of challenge exams, it 
is now possible for the student to exempt himself 
from a course whtah is & required p&rt of the 
program sequence. The challenge exam can also bo 
used as a means of gaining credit\for required 
poursewQrk when the sUident feels he already 
possesses the requisite knowledge. Other uses of 
challenge exams consist of proficiency and place- 
ment assessment. 

Another facilitator of articulation Curriculum is 
thatof independent learning modules.^which allow 
students to meet the requir.ements of certain 
program courses. Learning modules provide for 
independent and individually-pacedMearning. 

A third facilitator is that of competency-based 
curriculum, which allows for better assessment of 
persons seeking entrance to the program, progress 
through the program, as well as evalution of the 
content of the program. 

A final facilitator is that of identifyingentrance and 
exit competencies, of nursing programs and their 
graduates. This compefericy identification should 
help to answer the questions of how graduates of 
nursing education systems differ in terms of task 
and skill competencies, competencies in judgment 
and decision-making, as well as synthesis and 
application of their knowledge base. 

Keeping these issues as background. I think the 

• most appropriate term I can use to describe the. 
University of Minnesota AHEC nursing components! 



* is ••eclectic." We subscribe to the concept of career 
mobility, both vertical and horizontal. Our efforts In 

0 JerrrVs of vortical mobility consl^W the following five 
component^. The first is the presence of pn 
academic counselor in the AMEO target area* that of 
Central Minnesota.^ x/ils' counselor Is a masters- 
prepared nurse wh^provldos academic counseling 
to alt Interested LPNs. AD graduates, RN$ from 
diploma programs* and nurses with their baccalau- 
reate as well as master's level preparation. This 
person is located In the Gontral MInnesota.aroa for • 
the purpose of contacting Individual nurses who 
have Indicated aa Interest In defining their career 
goals and also helping to provide tor expedient 
pursuit of those goals. M^ny tImosfiurSos away from 
the Univoltsity campus see programs as one hodge- 
podge of «>d tape, sittind around, standing In lino, 
not knowlnb what they should bo doing or What they 
ought not to be doing. Many of them engage in 
taking courses hoping tpat credit will apply .to 
something, |aecauso they heard that it did from 
someone else. There Is lot of misinformation 
around. Our hope, by utilizirtg an academic counsel- 
pr. is to ensure that nurses have accurate informa- 
tidn and not spend their time pursuing courses of 
swdy that will not contribute to X\)0\r career goals. A 
second reason for the counselor's presence is to 
ensure that when the programs are available in our 
re{3|lon We will also hav^ students available. 

A second component of our nursing effort is 
plar^ning and coordinating prerequisite course 
offerings in the regional AHEC areas. Our academic 
couni^elor, as well as personnel and faculty from the" 
UniversiW of Minnesota School of Nursing, St. 
Bene<^ict'^ College and St. Cloud State College, ar^ 
workinb together to identify the prerequisites of the 
various pur^lcula and what Interchange Is possible. I 
am sure \(oi\ are aware that some Institutions do* not 
recogrilzd credit for courses taken at other institu- 
tions. We triedyto hash this out prior to offering a 

^ course so tl;tat thb credits earned would be accepted • 
by all the lr»yo1ved institutions. 

A third dpmponent is the coordination and 
support of planning and development phases 
required^for olffering.the BSN accelerated program 
in the regiona\ A^HEC area. A fourth component 
contributing to this aeceleratedsBSN Program, is the 
ongoing development of cdlirse^pnt^nt in ttie form 
of independent learning modules/ 

A fihaleffort ir! terms of vertical mobility relates td^ 
the coordination and development of an externaf 
graduate nursing program In the regional AHEC 
area. We 3t Mfnnesota are also looking to the State' 
for funding, particularly of the External Master's 
Degree Program and the additional tunds required 
to. locate the accelerated BSN Program for RNs in 
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the rural area. It moves me to say that happiness is 80 
percent cost sharing on the BSN corftract. 

Let me conclude by suggesting that much of what 
I have said about nursing also applies to other 
disciplines within the health field. The identification 
.of corape^eneies of graduates of technical, and 
• proteSsi0nia.l,nursing programs should help to claVify 
' the irrtfa^-occupatlonai functions and relationships 
and the interdisciplinary relationships as well. 

A second outcome of this wor4< effort by nurses to 
clarify the educational system as well^s the roOtes 
^to access this system, has been suggested by 
VThelma Engels in her November 1971 article U?i 
Nursing OuUopk. She states. "Furthermore I believe 
we might consider breaking down some of the^walls * 
of cloistered disciplines. For exatfrple. vy(S)^few^ldri't 
school teachers benefit from a minor In^iolatric ' 
nursing, social workers from a minor in ps'ychiatriq 
nursing, or a medical student from selected courses 
In nursing?'" (1971. p. 730) If this be treason, so be 
it! ' V 
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Interdisciplinary Education and the Health Care 
Team Concept 

Dr. Rodger C. Kollmorgen 

When University of Minnesota graduate students In 
the Various health professions find it desirable to 
have a field placement in the rural rnt^dlsclplinary 
setting, there Is a strong possibility that they may 
spend some time In a small, seemingly inauspicious 
mental health center in Braham, Minnesota (popula- 
tion 740 plus mosquitoes and snow geese) some 60 ^ 
miles north of the University. During the last 2 years, 
students from clinical psychology, nursing, alcohol 
and chemical dependency, mediciner social Work, 
and pharmacy have received field placements at 
"Braham. For the most par^ these have been unique 
and worthwhile edMcatiorial experiences. 

I am inherently suspi^ous of the validity of 
testimonial evidence, andYwill not dwell upon it 



except to say that, when a graduating medical 
student tells you that his 6 weeks at the Five County 
Human Development Program was the highlight of 
his.medical sehool experience, and ho feels that he 
has gained asupernumeraryfamilyfoboot.onegets 
the feeling in his bones that thi? particular mental 
health cijnter. tucked away in what was formerly an 
electric utilities company garage, , has something 
going for it in terms of interdisciplinary team 
function and tho capacity to educate students. 

The ?ive County Human Development Programis 
10 years old andtt serves, as youVe probably already 
divined from its name, five rural countfes in east 
Central Minnesota, two of which are designated as 
fiscally distressed by the Governor and all f(ve of 
which are designated as psychologically depressed 
py myself. The population is 80,o6p, which lives on 
approximately a.OQQ square miles df sandy, loamy,' 
overworked faritilgnd settled originally by Scandi- 
navians who had an unparalleled capacity and 
proclivity for masophistic suffering j^nd/or Just plalp 
bad luck.Hf they had gone only 100 miles further to 
tho south and the west", they would have been jn 
some of the richest and moat productive land in the 
. Midwest. , ^ 

Inasmuch as the t*k has befallen me to try to 
coordinate this Interdisciplinary experience at 
Braham, I have attemp^b to outline what I regard as 
necessary, albeit not SSlifficient, characteristics of 
the well-functioning interdisciplinary mental health 
team and its relationship to students. I submit these 
guidelines as basic requirements to good Interdisci- 
plinary teaching teams. 

Before you can teach something, you must have 
something to teach. The first touchstone is compe- 
tence. %esumably the psychiatrfetii^Gommand of 
a certain^amountof didactife psychilitric knowledge 
and Is competent in the practice of clinical psychia-^' 
t^. The p^^cholqgist. the <^social worker, the 
psychiatric nu(sp, and so forth are each well 
educated In theirfespective fields and competent in 
the practice of their professions. Each is quite 
capable, presumably, of performing hi^ own profes- 
sion in vacuo if necessary. ' 

Second, It Is necessaryjhat each member of the 
team believes in the value of his own professton, 
believes that his own profession brings a certain 
knowledge, a certain view, a certain gestalt tp the 
fore which enables him to make unique contribu- 
tions to the team effort and to the final product, 
without whibh contributions the final product would 
be diminished in quality and different in character. 

Third, each professional on the team must have 
comfortably resolved his own "Edifice Complex," if 
you will. That Is, he must have disabused himself of 
Jhe,.,erootionah persuasion that all knowledge re- 



sides, anjl all goodness reposes, within tlie womb of tite contract between the student, the Five County 
the university. Once he parses out of the city limits^ Hyrfidin Development Progrkm, AHEC, and the 
hedoesnot lose his competence, nor does hislbrain ^^udepfs uRiversity departrnent. Close liaison 



suddenly turn to scrambled eggs. Or, to jbut it 
[another way. he must be willing to in part give up his 
lown sentient group of otner psychiatrists, ^ther 
|psychologists, as the case may be, and to cat^hect 
«he interdisciplinary team aslhis new sentient group, 
me group with which he beciomes instrumentally 
Wentified and fronl wh)ch he] receives his strokes or 

Fourth, the professionals must share a conviction 
or a belief in the common task of the group, a belief 
that it is laudable and worthwhile and that their 
common goals are being met anc( that they efire 
effecting some change in the world. Again, testimo- 
nl^als are capricious ahd fickle; at best unreJiabJe and 
at^yvorst. they cut both ways. Aconsiderableamouht 
of neurotic energy can be expended in whomping up 
the positive, reinforcing ones' and in some way 
^denying and -repressing the punishing ones. But, 
solid, dbjective, publicly verifiable criteria of .suc- 
cess or failure>5bviates the necessity of huddling 
and adopting a cultish, up-against-the-world men- 
talitV- 1 sutjmit that in this era of energy conservation 
nothing solidifies, an interdisciplinary group like 
hard^-nosed criferia indicating its effectiveness in 
accompjishing its goals. Especially in the mental^ 
health fieWs, where impact is fretiu^tly intangible, 
goals are ^r^^uently long range, and gratification is 
seemingly forever deferred, the quest for effective- 
ness criteria is a npcessary and worthwhile endeav- 
or. . ^ ' 

Finally, the interdisciplinary.group must have a 
mechanism by which Internal corrections can be 
effected. Just as surely as change and growth occur 
within individuals, so do they occur between 
individuals within interdisciplinary teams. No sys- 
tem is perfect. Evpn in the most effective team 
personal feelings do become hurt, professional turfs 
befeome threatened, and power balances become 
shifted. The problem is ^o^how best to suppress and 
sweep such problems under the carpet, but rather 
how to get them into consciousness and out onto the 
table where they may be dealt with. Germane to this 
process within the interdisciplinary team are per- 
sons who aracdmfortable not onty as professionals, 
as 1 have indicated above, but with themselves as 
worthwhile, effective individuals whoare6^{^ableof 
error but who are also capable of forgiveness and 
capable bf change. 

I have outlined the essential ingredients for a 
successful interdisciplinary team as 1 see it. Let me 
give the gestalt by which this team engages the 
student. We regard the student-mentor' relationship 
as a contractual relationship, actually a quadripar- 
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between^ the Five 'County Wumap Development 
Program and the curriculum advisors in the varioi^s 
departlm^nts in the University s maintained. By the 
time tne Program is aware of a|prospective student, 
he andlhis curriculurfiiadvisor I 
determined if a tour or placer 
keeping with the student's qjjrriculum ^oals. AHEC 
may then give its blessing. The student then makes a 
trip to Braham and meets with thestaff , and together 
they discuss the nature of the mental health center's 
operation as well as the student's own educational 
goals. Together the student and the staff determine 
whether or rjot these goals can bejnet or approxi- 
mated^ and they may^^then negotiate in terms of a 
program tailor-made foi^hat student; as well as a 
time commitment satisfactory for all concerned. It 
becomes evident, th6n, that little is taken for 
granted. The staff is willing to make g substantial 
investment Ia the studept but very clearly Wants, 
something in return in the form of time, energy, and 
emotional commitment.' After suCh a preliminary 
negotiating session, some students and the Five 
County staff have determined that they really did not 
have the basis for. mutual- contrapt. or that tf\e 
experience feally would not be in keeping with the 
student's'own goals or expectations— no problem,' 
no hurt feelings, better to find it oUt sooner than. 
Iat6r. Those studertts who do decide to spend time at 
the center then mdke their affirmative decisions 
from a standpoint of information and mutual - 
expectations. It is more -than conceivable that 
starting out on the right foot is the biggest*step Xtr 
'mayng field placement at the Five County Human 
Development Program a v^ry meaningful educa- 
tional as well as personal S^enence. - 

Once the student begins his field placement, he is 
assigned a coordinator on^he staftand his individu- 
al program is firmed up. Perhaps it will entail a great 
deal of community organization and indirect servi- 
ces. Perhaps it will emphasize family interventign 
over a several months' peribd. Perhaps, because of 
an intensive 6ut attenxjated time con^mitment 
(previously agreed up, mind you), major emphasis 
might be placed upon diagnosis and evaluation. 

The^ student's coordinator may or may not be 
someone in his own discipline.Theolddifctumthatav 
Student is best taught by a member of theprofession 
to which heaspires is now being challenged, and so 
far successfiyiy. Inasmuch as all staff members hold 
clinical appointments to the University, no serious 
administrative problems have arisen as yet. d)ur 
ratigndle has been that, if this is to be an interdisci- 
plinary experience, let it be so indeed. And aftei/all,^ 



how Often does a nurstget to.tell a young doctor a 
thing or two? \ . ' 

The student sbends considerable tirrte with each 
member of the team. If the community coordinator is 
going to visit a school, the.student goes along. If the 
psychiatrist i$ going to a locaf l^spftal for bedside 

- consultation, so goes the stuplenf. If the psycholo- 
gist is going'up to the Indian reservation to do some 
psychological screening or testing, guess who rides 
with him. Every patient is regarded as a teaching 
case. The student is free to be scheduledLj^on any 
session. The student is regarded asajuniormember 
of the staff. He presents patients, he Is seen with the 
staff members in the staff meeting, he b.s.'s with the 
staff at coffee, and he is present when the staff is 
attempting to work through their own interpersonal 
problems. He is present when local county politics 

. are discussed, and his tender student ears may just 
hear what a penuriogs old devil one of the county 
commission's is, who is against a pay raise for the 
staf|. In shortTlhe student learns how an interdisci- 
plinary team works by becoming part of that 
interdisciplinary team in fact. Whether or not he ever 

^ chooses to return to such a setting, he will hopefully 
look back on the experience and declare that, if 
nothing else, if not relevant after all, if not persua*- 

^ sive, if not usefuf,.it was a . genuine experience of 
professional, educational, and personal impact 
whk^wHrhave spin-off va^e in whatever future 
cocitekt he finds himself. 



Innovations in Basic Sciences Curriculum 

' ^ Dr. Richard J. Schimmel 

Governor's Planning Region 3-B rs a .16-county area- 
; in East-Central Illinois and one of four regions in 

|lllinois involved in the Area Health Education 

System project. Region 3-B has a population of 
N approximately 800,000. There are 28 hospitals, with 
: 4^000 beds, and there is a total of eight higher 

edugatidn institutions in the regjpn, eith^er 2-year or 

4-yfear^ 

The AHES contract has providedvthe opportunity 
to tievelop needed allied health and nursing 
programs in conjunction with the existing School of 
Basic Medical Sciences and the deiveloping School 
of Clinical Medicine in Urbana-Champaign. Obvi- 
ously, the development of full professional pro- 
• grams in allied health- and r^ursirt^ requipes basic 
medical, feciences as the foundafion for professional 
competence. In or^er to provide Ihe basic science 
content nebessarylor the allied health and nursing 
progranjis, we are attempting to utilize the 1-year 
basic medical, science iljrogram \A/hich ^s devel- 



oped as the fir^t year of fhe 4-year M,D, program in 
, the Coli(&ge of Medicine, The existing basic medical 
science program \^as established^by teampof basic 
medical sconce faculty and practicing pifysicians 
working together to identify basic science concepts 
content a/ea^necessary for medical practice. 

The program is a self-paced, gelf-directed curricu- 
lum thaf is comprised of eleve>K basic science 
disciplines: anatomy; biochemistry, microbiology, 
immunology, physiology, pharmacology, patholo- 
gy, histology, neuroanatomy and neurOphysiologV, 
genetics, and behavipral sciences. Each discipline is 
broken down into independentlearning units which 
are incorporated into ten clinical problems. Clinical 
problems, such as inflammation, peptic ulcer and 
diabetes, are an attempt to directly relate basic 
medical science to pathophysiology^ The curricu- 
lum incorporates over 1,500 specific learning 
objectives, multiple learning experiences for each 
learning unit, and multiple prescriptive and diagnos- 
tic evaluation instruments. 

There are 300 units or learning pstekages in the 
curriculum. Each learning unit has been developed 
with a standardized format whjch includes: 

^1. A subject matter description for the unit's 
content; 

2. A list of prerequisites or prior learning units 
essential for the teaming of the unit; 

^ 3. The general and specific bt?jectives for the 
* unit; > , 

4. A list of keywords; 

5. A pretest; - , ' • . 

6. A listing of specific reading assignments in 
textbooks, reference books, other printed' 
matter, laboratory experiences, and a listing of 
all software materials ^(slides, tapes, etc) 
related to the unit; 

7. A po^ttest for the vstudent. to assess his 
performance, 

o 

For each unit,..an additional set of questions is 
' reserved until after the student has completed p 
given clinical problem. At that time, the student 
takes a test which is repre?;entative of all the basic • 
medical science objectives for that particular 
clinical probleh. The examination is ghcen on the 
PLATO computer system, and the student is 
provided with /immediate feedback regarding his " 
performance.^his feedback provides a tool to be 
utiized Jn discussion wjth^a faculty advisor regarding 
the student's ppgress and the planning of future 
lea/ning activities. 

It is important to emphasize that these examina- 
tions are diagnostic and prescriptive in nature. It is 



a|so ijpportanfto point out tM the total educational 
process in the School of Basic Medical Sciences is 
based on the concept of teaching as management. 
The faculty tak6s on the rot^ of an advisor and 
x^manager, rather than imparting knowledge through 
icture. They assist the student by: 
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a. Identifying what it is the student must know 
and be able to do; 

b. Organizing^'objectives and units into a mea- 
ningful order; 

c. Identifying a number of ways in which 
knowledge and skills can be acquired; 

d. Developing diagnostic and prescriptive evalu- 
ation tools; 

e. „ Monitoring student progress; 

f . Acting as an advisor, one to whom the student 
goes when difficulties arise and questions 
need to be answered; 

g. Providing guidance and supervision bi the 
student's progress to assurethat the student is- 
propeeding effect^ely. 

There are a number of factors, probably none of 
which was the decicjing factOF, that focused our 
attention on the existing basic medical science 
.pfbgram for basic §^cience input into other profes- 
sional health sciences programs. Utilization of the ' 
existing basic medical science objectives avoids 
duplicating the time and dollars that are represented 
by the identification of 1,500 objectives, and the 
organization of those objectfves Into 300 learning 
units which are presented 7-mch thick curricu- 
lum document. Starting with the basic medical 
science curriculiim also avbld^ spending resources . 
developing new courses in various basic sciiBnce 
departments on the Urbana7Champaign Campus of 
the University.. Such an approach would result in 
courses with low enrollments being offered in 
departments that are academically' orierited, not ^ 
oriented to the professions or applied sciences; 
departments that are oriented to graduate level 
work, not undergraduate; and departments; that are 
oriented to research, not mstruction— all of which ^ 
adds up to a limited desire and capacity to respond 
to the instructional needs of the developing allied 
health and nursing programs. 

Logisticatiy, ^ curriculum which is self-paced, 
self-directed increases the ability to utilize clinical 
resources in the Region. Region3-B has five rather 
distinct sub-regional population centers. The five 
areas are connected by the Inter-State^ Highway 
System with travelingtimefrqm Urbana-Champaign 



to the other sub-regional cehters ranging from 30 to 
45 minutes. The health care agencies and the 
number of beds are fairly evenly distributed among 
the five sub-regional areas. Success in developing;^ 
,and utilizing a self-paced, self-directed approach in." 
basic sciences would make scheduling of clinical 
experiences throughout the Region more conven- 
ient and practical. 

»Most importantly, underlying our activities which 
We hope will lead to an interdisciplinary approach to 
basip medical sciences are the following educatipn- 
al assumptions: . ' • 

• 

1. There are basic science objectives common to 
the learning n^eds of^medicai, nursing, and 
allied jhealth students. 

,2. It is possible to define the behavioral objec-/ 
tWes necessary to master the preiscrlbed basic 
medical science content. ^ 

3. Basic medical, science learning can be ap- 
proached from multiple entry points, Can be 
adapted to individUSf learning styles, and can 

^ accommodate the learning needs of students 
enrolled in different cucmcula. 

4. All students admitted to the health science 
programs have ability to complete their 
respective program. " 

5. Student progress through the' curriculum 
should be in accordance with his ability to 

, master- the cgrrtculum goals, rather than to 
time commitments. 

6. Motivation to learn basic medical science, 
content can^be enhanced by rekmng science 
content to a clinical situation or problem, 
representative of the students field of prac- 
tice. 



Our first attempt at utilizing the one-year basic 
medical'science curriculum for health professions 
other than medicine has been the identification of 
biochemistry content for the regiohal baccalaureate 
nursing program. The students in the regional 
program are completion students. That is. they are 
registered nurses who have had experfence as 
practitioners, and. generally, enter the program with 
a limited chemistry background. 

A committee ""comprised of six nursing faculty 
members, both from the Medical Center in Chicago 
and'the regionahprogram^primarily with responsi- 
bility for some aspect of medical-surgical nursing; a 
biochemist * who taught the formal course in 
biochemistry for the nursing program; and two 
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students in the program reviewed the biocliemistry 
oljjectives in the existing basic medicai science 
curriculum. Of the 313 biochemistry objectives. 236 
were designated as high priority objectives for i 
nursing. 70 were designated as moderate priority, 
arrd Jf^ere considered low priority, Nearly 98 
per^l^nt of the learning objectives inijfochemistry in 
Hhe existing' basic medical science curriculum were 
viewed by this committee as important enough to" 
nursing practice at the baccalaureate level to receive 
either a high or moderate priority ranking. There 
were no biochemistry objectives important to 
nursing practice that were not included in the 
existing basic medicat science curriculum. 

JXh^ next major activity that has to becompleted in 
order^to utilize the existing basic medical science 
curricjulum or an interdisciplinary basis is for the 
biochemistry faculty, as instructional managers, to 
review 4he learning experiences in each of the 
biochemistry units. Since this is instruction, we need 
to carefully review the established ^biocliejjiistry 
units for appr9jarfiate learning experienced related to 
nursing. . ^ 

If we continue to focus on the biochemistry • 
objectives necessary to medical and nursing educa- 
tion, I am confident that interdisciplinary learning 
experiences will result. I feel the same will hofd true 
as we begin to utifize the existing basic medical 
science curriculum for varipus allied health profes- 
sions. After all, it is cognitive objectives in basic 
medical science^ hot cognrtive objectives .in the 
professional content, that we are attemptir>g to 
relate on an interdisbipltnary basis. It really should 
be a simple task; and while our approach may be 
different, I am 3ure it is being done or has been done 
elsewhere. ^ 

We. of course, will continue with the task, ndt 
necessarily because it is unique, but because it 
meets some of our very special needs. In mtfny ♦ • 
respects, however. We think the real challenge is to 
identify the affective objectives wljich are necessary 
to succeed a^ competent practitioner. We know 
that a h^'alth practitioner's valuesand feelings about 
himself and Whers affect his performance. What 
othdr affective^ objectives might be learning ^to-^ 
assure optimum performance and satisjgctron in 
|5ra0tice? If the health care team is to function as 
conceptualized in^ many ofMhe AHEC project 
activities, the next big step in interdisciplinary 
edUcaJjdn for medical, nursing, and allied health 
prbfessionate should be a corrimitment to answer 
through (jMrricujum development the question, 
''what do medical, nursing, and allied health 
professionals/ need to know, feet, and be able to do 
tmat can only or best be learned together?" 



Innovations In Medical Education 

^ Dr. Richardson K. Nobak 

Let me begin by quickly stating some of the 
assumptions with which I came to this meeting. The 
first assumption is that we all represent ^ff^e 
operators and that we are all fairly sound in our 
knowledge of educational theories and health care 
delivery, the fetate of the art, and the problems in 
trying to improve the state of the art. The second 
Assumption is that we have deep commitments to 
Vie health care need in our area and the country as a 
whole. The third assumption is that in our major 
activities we are continually active problem solvers. 
Therefore, as we group here, the fourth assumptign 
is that weare lookin;g for a problem solution for the 
sharing of ideas and the sharing of innovations 
which are united by the common characteristic that 
they 'perta+n to tUi^ charge of the Area Health 
Education Center program. 

To m^v/e ahead I am going to suggest that in any 
complicated aptivity we can usefiveorganizprs. The 
first is the context, the second is the purpose, thq 
third is the process, the fourth is the people, and the 
fifth is the product. 

The context was set this morning: national needs 
and nafional concerns of health care with particular 
attention on access to health care and increasing the 
"effectiveness of maintenance of health. The purpose 
of pur program is to influence the distribution of 
practitioners and to influence the effectiveness with 
which' we provide health care and health mainte- 
nance. Further, we believe that the educational 
resources in opt areas offer trie means with which to 
increase thedistribution and effectiviBness ofji^ 
care. However, this has to be cleaNyjadthirrffiesocial 
iimifs. 

In tufningto theprodess, I believe it wise to make a 
disti/iction* Ttfere is a distinction.between the broad 
generaljDurposeof theAHEC and thespecific duties 
mat are defined/fn the scope of work statements for 
all of the prbgrams for which we carry line / 
responsibilityi My point here is in no way to / 
apologize ot; shirk, but to keep clear and explicit the^ 
missions and the implementation steps. In short, the 
processes with ^ which we aresdealing are each 
individual to our particular Area ^^ealth Education 
Center and the scope pf work in our particmar 
contracts. ' / 

i find it difficult tosynthesize all of theprocedures, 
and I would therefore like to turn to some ^ther 
generalizing capability. I believe we are all deHber- 
ately and carefully selecting those concepts and 
processes which look to be most useful. Here, tfie.. 
key word is "useful." I am suggesting that we 
probably all take as a tacit assumption that "useful'' 



is definfed as a synthesis of feasible, working, 
effectivdl, efficient, influences on behavior in ways 
judged besirable, maintainable, and replicable. In 
this comerenqe; I am looking for answers to the 
followirig questions. Are there any generalized 
conceofts, problem solutions, insights and facilita- 
tors th4t can be used widely throughout the Area 
Healtm Education Centet-s? How can We share 
information like that above and any' other that is 
relevaAt to h^lp us meet society's needs? Third, what 
are the central Yate lim>ting phenomena we face in 
tryinglto achieve the goals of the AHEC? And last, 
how dan th^se rate limiting phenomena be solved? 

At ffiis point the logical question is how best to 
proceed. The real 'front Une troops are here In the 
audience and, hopefully, a couple of us are up at this 
end of the room on jHe panel . Any one of us can try to 
describe our perceptions, but this bound to be 
limitfed by ouxjown experience.. If we back off for a 
morment, we have the choice of considering 3 large 
nun|ber of activities, methods, and tools. There has 
* been discussion today in varying depth about parts 
of Ithe formal educational process: pharmacy, 
der|tlstry, nursing, allied health medicine. There is 
the? recognition of the importance of primary 
prdffessional preparation, career ladders, mobility, 
residency programs, other formal post-primary 
preparatory programs, nurse clinicians, and other 
rpfes. Nbt mentions-gut clearly implied,- is the 
importance Qf4nfon7iation services, whether that be 
liq^^ or biomedical communications, to 

-^tielp support things like, the independent-paced 
irptruction or moving units of instruction away from 
tlie main educational engine. Also clearly recog- 
nized is continuing education. Many of us represent 
tpe large land-grant universities with a tremendous 
background in continuing education. Many of us 
ippresent membership and perhaps participation in 
professional societies with large investments and 
fa/ge experiences in continuing education. There 
are many different methods we can talk about. 
JThese are some of the major topics that are front of 
lus. V ■ 

I We heard this morning of the^ recognition that 
/distribution is a key factor. In my opinion, the 
/Canadian Health Manpower Report pf 1973 is the 
I best sing le synoptic statemer^t of the factors that are 
at play as we consider why any of us ^tect to be 
1 where we are so long as we retain the ability to make 
thjfat election. There, has been consideration of 
available processes to help us with our du|ies. We 
have had emphasized the importance of working 
f>artnerships with those in the area and in those 
Ijiortions of the areas wljiere the need for health care * 
Services is the most marked. We can have data qnd 
plans. In part this conference is obviously designed 



to bring background statements and to help us pull 
together data and plans, because without dai^ta and 
plans we have no reliable way tq move the mind§ of 
men. With data, with realisticproposals, I am sure we 
are all convinced that we can broadenlthe Area 
Health Education effort, / ^ 

We are alf convinced of the tremendous import- 
ance of educational efforts. In speaking about 
innovations in medical education, or, what we are 
doing in the school df^ medicine as part of the allied • 
health sciences, one iruj^l^^rflphasize the import^ 
ance of continuingcedtfcation. in the sense that none< 
of us is BverTTnished as a professional.. One can, 
challenge^the concept of lifetime learning. I agree 
that it is an overworked phrase, but at the same ti me I 
-think that we are all committed to it. 

' We can place in ouredui^ational efforts and in our 
models of the fac4*ft7oirlhe educational manager's 
personal activitiefs a high stress on primary care, and 
on responding to the needs of those portions of the 
country that .have the greatest needs. Clearly 
identified is the importance of having a community 
base, which is a fuhdamental tenet in the AHEC 
programs. ' * 

\n terms of innovation there are some 30 medical 
schools- that are described as community-based 
medical schools. We do not own our own university 
hospitals; we prefer to work with the conrtmunity 
hospjtals in an effective partnership vwth a group of 
health care personnel and a group of health care 
institutions that are quite broadly representative of 
many of the settings in which much care is provided. 
The same principle appliesto preceptors, who have 
been mentioned a number of times today. We can 
turn to the areawide residency. 

We need to work for some organizing procedures, 
with processes for expanding the capabUtty of 
health professions. We are talking in this^ession 
about teams: teams that provide ef f^tive ' care, 
teams that provide models for the l^miers. teams 
lhat provide very effective educational settings. If 
mqny of our younger learners, or returning learners, 
are in effective multidisciplinary /Veam$ for a sub- 
stantial por^n of their activity, me potential exists 
for these t^ms to spin off and but of the education- 
patient ca^e setting and into the/cqmmunity practice 
setting. A3 teams with breadth, depth, relief, and 
professional stimulation, they can move into areas 
that otherwise would be much less attractive if a solo 
practitioner were there without the other members 
of the team. I propose this hot as a simplis solution, 
but as an additional faciNtator of considerable 
importance. 

Let me turn to some of the things we gre trying to ' 
effect in Western Missouri, Thei^e, we are trying to 
say th^t a fundamental facilitator is to try to bring 
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together in a generalizable system a range /of 
activities from continuing e^zlucation to prifjiary 
professional preparation. We are developing a 
flowing program which shy^ws the students that 
continuing education is feasible, and important, and 
engaged in. We are trying to hold in front of the 
students of the health sciences the tremendous 
importance of primary care. We are trying to avoid 
the disciplinary argument that the primary .carer is a 
particul^ kind of specialist. Rather, w^are trying to 
say that the public's need is for primary careand that 
there are a number of us in the differi^nt disciplines 
and in the specialties whq can he effective as 
primary carers. We have recogni/ed a substantial 
part of the patient care operation to emphasise the 



rote of primary care, whether that is in the general 
medical service or in family practice residencies. 

; We are working deliberately with ^ community 
hospitals. Students today are fn 11 community 
hospitals. We* have affiliations with other hospitals 
that are at a greater distance. We are developing an 
ar^jawide commur^ity residency program and have 
residents that are at a substantial distance from the 
main base of operation. < ^ 

0 

We have a variety of programs, including one, a 
sabbatical leave program, which is designed to bring 
back into the medical center physicians from the 
area who can be 6n a month's sabbatical leave, bring 
first-hand experience of the problems of care to us, 



1. SENIOR DOCENT 
2: DOCENTS /' 

3. ' CLINIC, INPATIENT, AND 

OUTREACH STAFF 

4. PHARIVIACIST 

5. NURSES 

6. AUXILIARIES- 

7. ^ RESIDENTS 

8. VISITING DOCENTS 

9. SABBATICAL LEAVE PHySICIAN 

10. DOCTORS OF PHARMACY 



11. DOCTORS 6F pharmacy STUDENTS 

12. PHARMACY STUDENTS 

13. CLINICAL MEDICINE LIBRARIAN 

14. DIETICIAN 

15. SOCIAL Worker 

16. NURSING DOCENTS 

17. MASTER OF SCIENCE 
NURSING STUDENTS 

18. MEDICAL RECORD TECHNICIAN 

19. DOCENT EDUCATION ASSISTANT 

On 

20. UNIT MANAGER 



The above figure Indicates that the docent team It made up of the four docents who share the 
cou nttjor ret pontibility/visitlng docents, full-time clinic and inpatient staff, pharmacist and pharmacy students, 
nurses and nursing students, auxiliaries, and residents. The docent himself Is actually a dean' of a small ' 
medical school In this central position the docent team acts to correlate the needs of the patients and the 
eedsof the students Into art effective medical education-patient care unit, demonstrating the full range of 



general medicine. At the same time, the concept of health team , care Is demonstrated. 



and at the same time extend and refresh their 

information. , 

f/ 

l-^have selected a few examples which demonstrate 
that there is a capability for Resigning a rather broad 
set di activities that are. for \he student or for the 
professional moving through the steps necessary 
for the fully credentialed professional practice, 
reinforcers of many of the themes that are central to 
the AHEC. ^ ^ . 

I would like to -take just a^'moment to describe the 
composition of the Docent Teams. I have now 
narrowed the focus to the School of Medicine and to 
the major adult teaching hospital. In that setting, we 
have reorganized the medical service. The students 
during the last 4 year^ are grouped ihto units of 50 
and work with four mature full-time physician- 
teachers, guides, role-models, coaches. These are 
oqr docents. That group of four physicians and 50 
students becomes part of the members of a team. 
These teams have been operating now for juWundei: 
5, years and have the members sbovvn on the 
following chart. This includes: the senior medical 
officer, who is a senior docent; threfe other docents 
for the total of four; the staff nqcessary for the 
combined responsibility for ambulatory care, hori- 
zontal care, and care at home; a clinical pharma- 
cists; nurses; a variety of aides; residents in a general 
internal medicaLresidency; and visiting physiciansi* 
or visiting docents to broaden the strength .of the 
program. We have as full members of the team full- 
time doctors of .pharmacy, who have proven to be 
extremely important in extending the competence, 
the information, the concepts, the skills', the 
com'petence Qf all of us. We aisp h^ave students from 
the doctoral program in pharmacy. There is a full- 
time clinical medical librarian especially pr,epared in 
library matters, medicine, and information-sciences. 
The clinijcal medical librarian is a facilitator to the 
wealth of the^ medical literature and an individual 
whom we are frankly asking to habituate all of us, 
particularly the younger members of the team. t6 the 
'^need to have access to the best information in 
medical literature. The team also includes a dieti- 
cian, a social worker, specially prepared nurse§ 
(nurse docent is a role analogous to physician 
docent), students in the master of science prp^ram 
tin nursing. .medical record tech nicians.andtWo very 
important management personnel. A yrm manager 
relieves the physicians of much-^Khe burden of 
managing a portion of the hosr^al and a docent 
education assistant hetps'lSO students and four 
educational managers go through their own activity. 

As you l6oirat that, many of you are probably 
thinking that I sound persuaded and convinced, at 
least to myself, that the team functions. I mentioned 
before that it has been in operation for some 5 
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Dr. Richardson Noback describes the dpcent team 'concept, v 



years. We have^ tracked its performance very 
carefully. The patients whom we have interviewed 
away from the hospital after discharge feel pleased: 
about SO percen^ are convinced that they have a 
doctor whom they can name. The various team 
members feel that they are in factin a team. 
. In another dimension, the length of stay in the 
hospital has decreased. We have controlled the 
Cost of procedures so that irom the hospital's point 
of view this is, an efficient, dollar^wise, prograhri, 

My purpose is not to persuade you that this is a 
model .^for anyone else. I am siniply discussing 
briefly another model .Of an interdisciplinary team 
which emphasizes primary care in a setting which 
has all the students in our programs out for 
preceptorships in areas of need. The team works 
^w^|h community hospitals and community practi- 
tioners of nursing, of dentistry, of pharmacy, and of 
medicine.' ' 

Let me then close by calling on Occam's razor to 
help us v^th some simplifiers. What I would like to 
see come out of this conference is the ability fop all 
of us jn the social visiting, in the discussion here as 
the Committee* as a whole, and in the round tables 
tQjiight, to discuss our mutual prograrhs with thb 
Intent of capturing the key, unifying, general, and 
transferrable concepts, steps, sequences of action, 
procedures, and problem solutions as they pertain 
to the fundamental mission of the AHECs. If we can- 
do that, I believe we will all be helped tremendous- 
,ly. / . 

I would like to close, then, with my/urgent request 
to all of us that we consider this last as an explicit 
part of our opportunities—to look for key unifying, 
general, transferrable concepts, steps, sequences 
of action, procedures, and problem solutions to 
help us better serve the Federal Government, which 
is our partner, which employs us, and which 
represents the general public. 



Audience Questions and prscussibn^ 



Of. Sdith Leyasmeyer: This afternoon we have 
heard > rather broad presentation of a variety of 
interdisciplinary programs, as ^hey haV^-l>eeri' 
impiefjnented in various parts of the country. As Dr. 
Noback indicated, tfe main purpose of this sort of a 
meeting \b for u5 to exchange ideas, to learn irom 
each other, and attempt to, implement whatever 
points might be useful now for us. I would Jike to 
open the floor for discussit)n, to questions, to 
challenges to the various presentations that were 
made for you this afternoon. ' 

Dr. Charles M. Cargille, North Dakota: Dr. 
Noback, of the various innovations that you have 
attempted in medical education, which three do 
you consider to be the most important advances in 
the field? 

Dr. Richardson K. Noback: I appreciate the 
|stion, and I am afraid that I will have a little 
tible in answering with an economy of time. The 
first, I think, would be the concept of the docent 
mechanism, the docent system of education. The 
second, I believe, would be the real ability in our 
own setting for the different health science disci- 
plines to be very much at base talking and working 
"together And the third would be a point I have not 
discussed, but the honest answer is the characteris- 
tic of a combined 6-year program, with the students 
of medicine flowing through 6 years of ^ts and 
science and medical program. 

Dr. Edward P. Donatelle, North pakota: Dr. 
Noback. one of the cautions in/the use of 
community resources in medical edijcation is that 
we must not move the student too otten to too many 
varied places. What is your exp^ience and would 
you react to this statement? 

Dr. Noback: I would certa|nly agree with the 
position statement. In our owii setting we have the 
advantage of starting with a /clean slate, l^ut after 
many of us had been workind in the community for 
a substantial time. We also have the advantage of 
working in a community in vvhich the University of 
Kansas Medical benter had been a dominant force, 
and many people were used to residents, used to 
students, so that as we began there were and thpre 
are many settings in which the ability to receive 
residents and students is quite strong. Given that, 
then, and given a front end philosophy that there 
will be movement to different places, we have not 
recognized ^ defect from a limited amount of 
rotation. I agree with the caution; I am simply trying 
to say that I think that with^careful engineering the 
defects can be minimized. 
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'Dr Tmodpre R,^Raiff, North DaKbta:'\ would like 
'^to'address this question to any member or the 
. panel? What role do you feel ^the medical student, ^ 
' presumably the senior or perhaps the junior^ plays 

in the education qf the practiping physician who is 

actmg as his preceptor? 

Dr Richard J. Schimmel: Let me try to answer 
that question^'from the basic science developmei^t 
in Urbana. There is a part of the curriculum process 
that t didnottaketimetodescribewhichwecallthe 
MDA-MDE, evaluation of students' performance in 
the basic sciences, and that is simply the time that 
the student spends one-to-one with a physician in 
attempting to correlate the basic sciences with 

0 clinical problems. The MDA is an M. ©. advisor, the 
individual in that process; and th^n there is the 
MDE, medical doctor evaluator, who then works 
with three or four'students, checking and balancing 
the correlation. The feedback that we have had,^ 
through constant surveys of the physicians partici- 
pating in the program, is that they feel that they get 
more out of working with the students than the 

^ students are getting from th^rrt, and it is 'the 
student's ability to keep them up to d^te op the 
basic sciences' They bring that with them as they 
work with the physicians in the clinical setting. 
1 ' ^ 

* Dr. Noback: Let rhe simply add that in our 
experience, m&ny of the physicians have said that 
the student brings with him, as we would ail expect, 
the questions and some new information— so that^ 
there is some element of a mutual trade. 

Dr. Rodger C. Kollmorger): As a person who has 
been in a specialty for the past several years, I 
would add that I learn a great deal about general 
' medicine, especially clinical medicine, from seniors 
in medical school. I would guess that probably two- 
thirds of the antibiotics on the market now have 
come on the market since I was in medical school,^ 
and t am continually picking the brajns of the senior 
medical students for basic medical, especially 
clinical medical fnformatfon. t hope that I don't get 
more from them than they from me. 

^ 

Mr. Glenn Wilson, North Carolina: I would like to 
pose two observations to the panel * for their 
comments. Everyone* is aware of the current debate 
in the country on the number of residents by type, 
the 50 percent rule for primary care, and if you will, 
25 percent in family^practice. I wonder, in that We 
were talking about teams today, if instead of the 
professional deciding ^what the team st^ould be, if 
we shouldn't look at the epidemiological informa- 
tion that is available on the kinds of problems that 
the American publiq is presenting to the health care 
system, both irfthe office and in the hospitals, and 



then design the teams ai^^ the number of residents- — 
based upon their needs, rather than the profession- 
als' perceived <^ni^s'^ Secondly, in North Carolina, 
and as I listened to the nursing discussion, we hear 
a'great deailof conversation about the need for 
career ladders and all of those interesting words 
that have been developed lf\ nursing, to give 
mobility to the students, to move in the State and 
move ih the United States, and in the world, I guess. 
There ^seems to be something unique in the 
curriculum necessary to Jiave that mobility. I 
wonder if-AHEC and the nursing schools do not 
have an obligation to worry abbut^he regional' 
needs 'of the areas which support them, and if it 
requires\some accomodation, that we compromise 
somewhat the mobility of the student in the interest 
of the people who are paying for their education. 

Ms, Berpadine M.^Feldrpari: Well, I think that is 
precisely what we are attempting to do at Minnesd- 
'ta, to take a crack at providing some adaptation of ^ 
•the on-campus demonstration programs, both at 
the' baccalaureate and the master's level programs. 
The reason why we stress these two components in 
our area is because of the Crisis Situation 'which ^ 
exists in our target area in referetice to qu&lified 
nursing^ educators and administrative personnel. 
We have many nurses— we realty don't have a 
shortage, per se, of registered nurses— but we do 
have a shortage of qualified practitioners of both 
educators, administrators, and in addition, clinical 
specialists, and we feel that our support' and 
coordination in reference to, first of all, the 
baccalaureate level program, and also the master's 
level program, would help to alleviate this situation. 

Dr. Nobaqk: With respect to the first part of your 
question, Glenn, my own personal answer would be 
iri two parts: first, I agree V4|^the poiht you made 
about the desirability of^d^igaing th^ response to 
solve the problem. The seiSond part of my f)ersonal 
answer would be that we have to always meet 
people where we all are, and I think that says we 
' engage with the todis, the mechanisnis, the 
concepts and data that are present. I personally am 
very convinced that evidence and sound proposals 
will help social change to come about. This may 
seem to be a weak answer, but I think it has some 
elements, at least, of wisdom and practicality^in it. . 

Dr. Leyas.meyer\ I would also just like to add one 
more comment. I think that as we are designing 
health care teams We obviously not only look at the 
residents but we also look at health care workers, 
such as community aides and comniunity health 
workers, who are perhs^ps indigenous to the 
community and are afi^expression of naed within 
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the communities, so that we are- looking at a 
1^ broader spectrum of dhe 'team. \ 



- Dr. Felissa L Coheg, lllmois: I wanted to ask |Vls. 
Feldman to explain a little bit about the^:elationship 
betweea,the IJniversity of Minnesota main campus 
nffVsing faculty and the AHEC component. 

Ms. Feldman: Well, we make use of the Uni^fersity 
of Minnesota faculty at the Univeraity AHEC/pour 
of their faculty comprise somfe of the key people 
that implement the programs that I try to coordinate 
and faciliiate. We also are utilizing faculty from the 
• only baccalaureate program within this central 
Minnesota target area. I think the only other 
^ nursing program within our target area isbne of the 
few remaining diploma programs, located at Sr. * 
Cloud hospital. So, we work directly with those 
faculties who reailv do the work in-impl^mentihgy 
^ our programs, and we try to coordinate and 

facilfi^teVliere we can. ' ■ ■ ^ « 
■ ■ / ' " f ^ ■ -1 

Dr. Donafe//e:/Ms. Feldn5»an, I enjoyed your^ 
. discussion of your program in Minnesota. I am' 
uncljpar as to what your master's program Is. I 
wonder if you would elaborate a bit on that, and 
why that route, rather than specifically training the 
nurse in specific areas that would meet the 
requirements of a medical h'ealth team? Why the 
master's degree program, what is it^ how do you 
A work that into your total program? 
■« Ms. Feldman: Well, the partial external master's 
program, that is just now in the process of being 
developed, provides an opportunity for baccalau- 
^ reate prepared nurses within the regional AHEC 
area to gain the necessary qualifications so that 
they can become educators of nurses, 'nurse 
clinicians, and nurse administrators. In many 
^ instances the women— and it is women, primarily, 
that we are working with in this area— are married, 
with children, and have family commitments that do 
not allow them to come to .the main campus. So we 
are attempting, at least as much as it is feasible, to 
bring the educational experiences to them in their 
area. And many of the innovations in education, 
such as multimedi^ educational approaches or 
techniques, audiovisual', and especially videotaped 
mechanisms— cable! television— are making it even 
more possible for the on campus classrooms to b^ 
located or to be received in thg regional area. We 
are also experimenting with many different forma of 
scheduling; for example, a very recent course in 
research in nursing is being held in St. Cloud. A 
University of Minnesota School of Nursjng faculty 
person, who normally teaches on qampus, is going 
up to the St. Cloud area every other Saturday, for 
the whole day, instead of one hour, three times a\ 
week. She did this on the basis of the decision of 



the ^students, who werfe irjtending ip enroll in the 
course. They felt that thW was, sinlge they had id 
maintain jobs and maintain families, the most 
feasible. They could get away>every qiher Saturday, 
• and if they were going to be away the^ coujd just as 
well hirejhe baby sitter all day, So ihis was thdir 
approach, •'and it is the one we followed. So, wa are 
trying to respond to the local personheL. 

Mn lsmaehBob ^oralei fexds: Dr. Noback, I 
would appreciate your definitic|n of the docent team 
training process andvalso would rik'e 1o ask, in the 
past 5 yearfe since this ha^ deeri instituted, what 
evaluation has taken place/ ana if ylou cOuld provide 
■^a couple of positive and nejglattye rpsults in terms pf 
that program. 1- ^ « 

'Dr. Noback: It is hardi for.me to^ compress art 
answer fgr that. In the process of redoing thfa 
medical service, th^^e were* many, mapy- discus^ 
sions about intent and procedure. That became a 
substfintial part of the preparatory process fpt^ 
those who are on the teams. We have written 
objectives; y/^e have written major procedures. As 
w^' talk with individuals who may be joining us as 
docents, we go through intent and process and 
similar activities of nursing, so the point I am tryingi 
to make is that there is a substantial investment in 
explaining and helping people to be ready to be on 
board. The second part was ... 

Mr Morales: The second part is evaluation, Jf ft 
has been carried out. What has been the results, the 
outcome? In other words, has it been positive or 
negative in terms of utilizing that particular proc- 
ess? 



Or, Noback: I appreciate that question and assure 
the rest of the group that it was not a plant. We have 
just completed 'a very large report on that. .For 
example, L can tell you that in place o1 the former, 
disconnected continuity of care, from the patient's 
point of view, the disconnected care that ispfteh 
present in a prototype city-county hospital, we now 
have, from the patient's point of view, better than 90 
• percent of the^time, that patient coming back and 
being seen by the appropriate memberlof the team. 
This may be a nurse practitioner; it may be a 
docent; it may be "me; it may be the student 
supervised by pne pf us; it may be a resident. We 
inaintain rather detailed analyses bf the perform- 
,ance charaof^risticSi laboratory tfests, length of 
hospital stay/ We have had very careful interview 
schedules, n6t done by the employer, the members 
of the tearnc The basic report is that from the usual 
criteria of/hospital operation. This Is effective *1n 
. terms, of the student's perception. They very 
positively feel that it is an environment in which 



they can participate with supervision and have 
graded responsibility. The pharmacists feel that the 
pharmacist is Involved apfJropri&tely. The doctor of 

; pharmacy is a teacher; he is a practition(^r. The 
residents feel that they can draw, on' different 

' pQople. I am not trying, to say that we have no 
problems. It is difffciilt to condense a report which 
is about Tnnches thick ihto a quick replyM would be 
glad to visit with you more about it in the course of 
the meeting. ^ ' 

Dt: August^Swanson, Washington, jb.C: l.woufd 
like, a little clarification from Dr. Sthimrfiei. If I 
heard you correctly, you said that in your basic 
medical sciences curriculum objectives, as set fdrth 
, I believe therl vyere about ten areas, in biochemis- 
" try you had identified 3^3— is this correct, 
' roughly?— and that it had been determined thataH 
of these were important to baccalaureate ngrse 
education. ^ . 

Dr. Schimmel: Out of the 313 that exist m the' 
program now, in trie M. D. program, 286 have been 
identified as J^igh pr^iority for nursing practice, 
' another 70'at inoderate, and 17 were viewed as^ low 
priority, and probably not essential for the nurses to 
„ know, ^ 



Dr Swansqn: Wh^t has.be^n the experience' in 
the other basic medical science areas, as far as this 
same process is concerned? ""o^ 



Dr. Schimmel: There isn't any. We are looking' 
into some of the areas lin Wstology and anatomy for 
our medical art program, but we really l^iaven't 
gotten into it I might add there is a running bet 
between the dean qf the school and one of his own 
faculty members in the community hospital/ that the 
medical technologists' needs in the basic science 
areas will be far above the ffrst. year medical 
student's goals, and we will have to 'Md to the 
curriculum. ^ ^ i . ^ 

Dr. Swanson: Well, this raises a question regard- 
ing sort of me-too-ism, and I was wondering who 
fnakes the determination regarding the objectives 
and their relevance?" ; 

, Dr. Schimmel: It is a dialogue between the faculty 
in the particular professional field and the basic 



science faculty member in a partibular discipjine. In 
our case it was nursing and the biochemistry" 
faculty. It maintains the Integriti^'bf the biochemis- 
try cc^tent by having biochemists in dialogue with 
the nurses in determining the objectives. 

Dr. Swanson: You have not tried a mixed team 
approach on this, beyond just the arofessional 
discipline and« the basic science discip in^? 

Dr, Schimmel: No, because we havelexperience 
with Just one ^isciplin^ in thQ basic sciences and 
one prolessidnal field, at this point. W^ think it Wftl 
identify basfic science or biochemistry objective^ 
for the medical technologosts, for example, in 
much ,the same fashion, and turn out with sets of 
objectives that are appropriate in three fields. The 
important thing is the focus the objective, as 
stated, and not on ^he professional field. 

Dr. David Kind ig, Washington, D.C: A ni}n)ber of 
people have commented upon the lack of hard data 
in this field, ^oth in relation to theeffectiveness of 
interdisciplinary practice and the effectiveness of 
interdisciplinary educat on, and I think that is really 
an understatement..! jjst thought I would share, 
with you two experiments thiat are going on now 
that may, bear some'^light on this question, 
sponsored by the Institute for Health Team , 
Deyelo^ent at Montefiore Hospital. The first is an 
experiment in interdisciplinary practice. They have 
created a small, interdisciplinary primary care 
practice team, on ^ fee for 'service basis, in the 
firivate sector, funded by the Johnson Foundation. 
They are carefully looking to evaluate, over 2 years, 
thbir quality of c^re, their quantity of care, their cost 
effectiveness, and attempt hopefully to demon-: 
strata at least the viability of that mechanism as a 
primary care delivery system. The second part of 
the experiment deal's with the educational evalua- 
tion. There are fiVe health science centers which 
have put together fjacglty tteams over the past year, 
and starting next fall they wil^^e offering clinical 
interdisciplinary electives to tem\s of students, with 
some careful ^^v^luation of knowledge, attitudes, 
aln|d skjlls to try to ascertatin, assuming that the 
practice model is a good one, what kinds of 
eiiudational methodologreis are clinically effective. 
Some ot the results should be coming along in the • 
next year. . v . \* ^ 
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Panel Presentation #1 

Dr. Charles E. Andrews 

The Area Health Education Center concept repre- 
sents an interaction of two of the most complex 
social systems society has developed, a university 
and a hospital. It Is not surprising that many 
governance problems have developed in imple- 
menting this concept. Emphasis on a few basic 
general principles is often helpful in solving 
complex systems. I propdse, therefore, to explore a 
few of the ideas concerned with governance and 
then see how they apply to specific problems in 
AHEC governance. 

Governance is concerned with authority and may 
be defined as the act of steering, controlling, or 
directing. The ability ta govern comes from a 
source of power or authority. There are three 
general sources of authority or power: (1) legal;* (2) 
technical; and (3) charisma; Charisma, in current 
usage, refers to a special, unique quality or 
personality possessed by very few Individuals, 
which enables them fo govern, at least temporarily. 
John Kennedy was said to have charisma, 'and 
many people believed in and followed his leader- 
ship because of this special characteristic. Charis- 
ma represents a unique source of authority, 
possessed by a very few individuals, all department 
chairmen, notwithstanding, qnd thus it is an 
important type of authority when concerned with 



problems in governance. However, our primary 
concern is with legal and technical authorities and 
their interactions. Institutions and their programs 
will not operate effectively unless they abide by 
boXt]^ legal and technibal authorities. 

An Area Health Education Center cari be def ined 
as, a realtionship between -a unl\/ersity health 
science center and a remote community, with 
special reference to its health care and educational 
resources. There are several sources of legal 
authority that serve to define this relationship: 
Federal laws and regulations, suqh as the legisla- 
tion establishing the 'AHEC program, governmental 
regulations in regard to contracts, and the Ettuai 
Employment Opportunity regulations, are obvious 
examples. The^e is a large body of Federal law 
confcerned with ^governance in addition to the 
enabling^ legislation that established the AHECs. 
There are many State laws* and regulations wfth 
which the AHECs must ba concerned. They vary 
from definitions ot broad program responsibilities 
to specific details as to how an institution must 
operate. They may establish a Board of Regents for 
a specific university or ^medical school, or deter- 
mine how a community resource, such as a 
hospital, may operate. For example, judicial opin- 
ions have clearly defined the responsibility oHhe- 
Boarxl of Trustee^ df a hospital for the quality of 
•patient care in the institution. These laws, rules, 
and regulations are especially concerned with how 



public funds may be'spent. Thus, familiarity with 
these laws, rules, and regulations is necessary to 
define the purpose qf our Institutions and programs 
and how they must operate. 

Many examples could be given of how laws and 
rules and regulations are involved in the gov- 
ernance of AHECs. However, f think the above 
examples should be sufficient to mal<e the point. It 
should also be clear that a good lawyer, comp- 
troller, and auditor are necessafy for meeting the 
legal requirements in the governance of an AHEC. 
When conflicts in authority in the legal sphere 
occur, there are specific ways of resolving these 
probiems.iThe problem may be solved by request- 
ing an official interpretation of the rule or regula* 
tion through, for example, the State Attorney 
General's office. Or. if this fails to resolve the 
problem, the issue can be tested in the courts. The 
important point is that there is a clear cut. well 
defined way of solving problems or conflicts in 
areas conoernirig legal authority. 

Now the second kind of authority concerned in 
governance is technical authority. This authority 
may be defined as that based on a specific body of 
knowledge. Thus, there are technical authorities in 
medicine, nursing, education, social work. etc. 
Universities, of course, represent one of the prime 
repositories of this type of authority. A University 
Senate, if it is functioning properly, represents 
.technical authority in action at its best. Such a 
group would set the standai'ds for curriculum, 
course content, graduati^. and other important 
academic affairs. It is the strength of a university 
that the technical authoritiets prevail^ in these 
important matters. However, it must be noted that a 
University Senate only recommends to the legal 
authorities what courses may- be given and who 
shall graduate. This illustrates the most important 
point that Lwant to make: that is, kjr^a university or 
a hospital or an Area Health Emjcation Center to 
function, there must be a proper blend or mix of 
these two authorities. FroiT)/the nature of technical 
authority, there follows another important point. If. 
there is a problem to be solved wtiich involves 
technical authority, it is imperative that the right 
kind of technical expertise be brought to bear upon 
the problem. To use a somewhat absurd example: 
to ^oive a problem Involving a patient, with 
congestive heart disease, ? physician is required, 
not an f\istorian. Equally important, management or 
the person with the technical knowledge must 
recognize there are several processes involved in 
solving technical problems, and that as the problem 
changes, both the type and the nature of the^ 
technical knowledge rquired in the process 
.volved may change. ' / 

I would like to develop this point a-^bit fynher 
since t believe that it is at the heart 6f the 



governance or management problem of academic 
health sciencfe centers. Two key components of, 
such, a center are the mecial school and the 
hospital, two closely related but entirely different 
institutions. Decisions in the medical school are 
best made after much careful thought and delibera- 
tion. If the decision is to be implemented, there 
usually must be adequate faculty and staff input 
into the decision process. As opposed to this, a^ 
hospital is crisis oriented. Things need to happen, 
and happen fast. That is. the problems have to be 
solved quickly, and frequently only on^ or two 
people are involved in the decision. Now. difficul- 
ties arise when faculty or staff forget which type of 
problem they are trying to solve and which process 
Is appropriate. For example, in the operating room 
the surgeon is unquestionably the captain of the 
team ^ His orders must be followed immediately.' 
without question, if the operation is to succeed. 
However, if.^an hoyr later. Jhe surgeon meets with 
the junior student curriculum committee, he must 
function in an entirely different manner. His ideas 
will be questioned, and ]i1s input may have little 
effect on the final decision. I believe it is the failure 
to recognize these different roles and different 
processes of problem solving 6y the faculty and* 
staff that leads to most of the difficulties in the 
governance of medical centers apd Hospitals and 
Area Health Educatioh Centers. 

It is the hianagq^ment of an organization at all 
levels that is concerned with governance, and the 
interrelationship between legal and technical 
authorities. Mar^ement in itself represents a 
source of technical authority. In a sense, manage- 
ment's prime function i^ to see that the objectives of 
the organization are met by the use of technical 
authority within the constraints imposed by legal 
authority. There are several guidelines which may 
be helpful in' accomplishing this. First of all. 
everyone involved must understand that legal 
authority takes precedence over technical authori- 
ty. Failure to do this , can lead to prolDlems" in 
governance ^nd to failure of a particular organiza- 
tion in accomplishing its goal3^. For example, in 
West Virginia the State Liceosfng Board has listeld 
certain requirements of licensure of physicians' 
assistants. One of Ihese rules requires that the 
physician be in the same room as the physician's 
assistant when the fatter is performing his duties. 
This run^ contrary to the opinion of technical 
auth^rttfes in the field, who believe that properly . 
tr^^^hed physicians* assistants can functibn outside ' 
" e immediate/ presence of a plj^J^ian. However, 
the legal authority takes precedence, and if a 
physician's assistant is going to receivd his license 
he must abide by this particular rule. FYobably the 
best example, with which we are all familiar, is the 
situation in which the technical or ^rograrff 
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authorities define liow a particular program sliould 
' be operated. Yet tlie legal authorityXlnf defining 
budgets or amounts of money, do not supply 
sufficient funds to accomplish the program as' 
definedi Oljviously, you don't spend s^ate funds 
that are not appropriated unless you want to go to 
Jail, regardless of what the technical authority has 
defined as the best program. If af particular problem 
is to be solved, the manager must correctly decide 
whether it is a legal or a technical problem and set 
up the right process. From this it follows that you 
must also get the right people to solve the problem. 
To -use the example mentioned above, a lawyer will 
,be of little helq in solving a problem of congestive 
h\\ure. You must be sure that the right technical 
dtuthorities involved use the right process to solve 
the problem. Remember that technical or scientific 
knowledge is rarely exact, but that thgre are honest 
differences of opinions among experts. The right 
process may be a position paper by an individual or 
a consensus arrived at by a committee. If the 
technical or knowledge authorities disagree on the 
solution o^a problem, as is frequently the^c^se, it is 
probably best to let the technical authorities arrive 
at a compromise for action. Their soliitipn'will 
probably be better than yours, and it will certainly 
h^ve a better chance of being implemented. An 
example of this might be defining the role of the 
nurse practitioners in the primary care unit. The 
techaical experts who are working in the area must 
make a definition that allows the group to accom- 
plish its goals. 

Finally. I would like to list four specific problems 
in AHECs* governance of varying xjomplexity and 
briefly to discuss them. 

The first of^Kese concerns the^contract between 
the^ Federal GbNfernmpnt arrd the parent university. 
This is a good qfxamplfe of the problem of interrelat- 
ing legal and |ecl;inical authorities. Th^ Federal 
Government recognized Jii\\s by requijring/thajkfhe 
university negotiate with both contraTct ^opfe and 
program people, that /is. legal \m j^hnical 
authority. The prdgr^ negotiators, hjdwever, in 
reality wear tw^ajs in that after the^ogram has 
been agreed ubopnt t)ecomes lega|/aLithprity. Tjiis 
creates jDrobl^s in management, since new 
program defjr(|tiQns,can never be as exact.as, say, 
accountrm/ Dracedures or rules and regiJIations 
establish^ through jrourt procedures. Thus, care- 
•fully wntten/work statements beotome the essence 
f^r irnplerjfenting the AHEC c/Oncept {6 Federal 
f^|ids which -are to be used in me process. Another 
problemflin this area is that legal aut^rity is npt^ 
/always^^^cleprly defined., That is, regulations from a"* 
Regional Office and regulations from Washington 
may, not always be consistent. \ 

The' second item in governance I want to nbte is- 
the aflWiation agreement between the urrivm^sity 



health science Center and the community hospital 
or other organization involved in the AHEC. Such a 
document is a legal requirement as the program Is 
currently constituted. It is more than that, hovyever. 
V\n effective document must have at least three 
?arts. The document rhust clearly define the legal 
relationships and obligations between the two 
entities. In its simplest form, this states their 
developed financial obligations. Seconal, the docu- 
ment must state or develop a mechanism\whereby 
pr6blems\nyolving technical authority .may be 
resolved. Failure to reach appropriate agreement 
here can lead to many, many management prob- 
lems. And, finally, there must be a clearly stated 
way to amend the document. ^ 1 ' 

A third type of problem in AHEC's" governance 
might be labelled the "paycheck problem." Most 
individuals look to the source of their paycheck as 
the final authority for solution of a problem. 
However, the legal authority issuing the paycheck 
may not be the appropriate authority to solve a 
technical problem. For example, to develop^ 
particular allied health program it might be neces- 
sary to have representatives from a university, a 
community college, a hospital, and a comprehen- 
sive health planning group involved In the planning 
process. Tfoe power or the influence of an individual 
or an institution in^tjie planning process should not 
b6 depende'nt upon the salary of- the Individual 
involved or the funds the institution plans to 
allocate to the project: Rather, it must depend upon 
the technical expertise the individual ca,n contrib- 
ute to the process. A clear definition of what is to be 
accomplished by appropriate management to the 
individual involved is usually most effeqtive m 
preventing this problem.* 

A fourth prot)lem is concerned with who shall be' 
the Chief of Service of thq community hospital^ 
when an educational program for medical 
or residents is established. Should the 
full time educatjor, appointed by the^^uffiversity. 
practicing physician from Ihe community?, 
groups must be effec^^ely represented/>f the 
students^ are to receive an adequate ejd^^tional 
experl^ce and the community service/responsibili- 
ties of the hbspit^l are to be met. Jh^4As no single 
solution that will work on every service and in every 
. institution. To^slolve this problem, it is vital that the 
problem be stated in terrr)g^other than who is boss. 
A more rational way is to try to get the individuals to 
state th^bjectives they want |t6'ac^mp(ish anjd^, 
thejLm1(itually work out a way to acconvfilish them. 
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^ocTrces of authority,^ legaf anjj technical, and 
applied th6m very briefl^^a four problems in 
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Panel Presentation #2 . 

Dn Cecil G. Sheps 

Obviously, one of the problems we face is deter- 
mining the role of t^e university in modern society. 
Universities which^btarted out with a very straight- 
forward, single function have begun to develop 
additional functions calling for change if they are 
going to be implemented. Change means not 
merely that things are different, but also that they 
have to be qualitatively different. With the AHEC 
program, the change needed is not only quantita- 
tive, but is also qualitativb in the ^ense th^t it brings 
in elements that have previousty received littje or no 
attention. This creates uncertainty and concern on 
all sides. In addition,, community institutions and 
community people st$rt' with'an ambi/alent feeling 
about universities in any case. TKey think that 
universities are prestigious and important and yet 
too theoretical and often not really close tp 
community life. As far as the universities, are 
concerned, they have benefitted in some ways from 
their isolation: they are protected from the slings 
and arrows of outrageous fortune and the exposure 
to situations which they cannot completely and 
continuously control in which people are not ready 
to continue to bow in obeisance to them. Such 
situations produce uncertainty and make it easy for 
some people, at least for a while, to retire behind 
some rather high-sounding slogans which have to 
do with scholarship, preparing for tomorrow, and 
academic freedom. 

As Dr. Henry Sigerist/the great philosopher and 
historian of medicine, said some 30 years ago, 
"Universities tend to be like beautiful women; theV 
like to be admired, but not discussed." At the same 
time, the adulation which universities like to get is 
not satisfactory to them if it is confined to 
compliments in words. They would like those 
compliments in words to be accompanied by 
dollars. In the past, it was nice when these dollars 
came automatically, or whenpthey came from 
private philanthropy. When this became inade- 
quate, universities turned to ta;^ dollars, which have 
some strings attached to them, strings which some 
people resent. The leaders and administrators of 
universities in the whole. Western world are having 
toiact the question of their relationships with their 
governments, which will' ideally^ as far as the 
universities are concerned, give them all the money 
they want and allow them to do what they think 
nepds to be done, making decisions entirely on 
their own. There was an international meeting, just 
about six months ago, of universities from the 
Western world and from Asia. The Presidents and 
Chanpellors talked about the very difficult problem 
of how to maximize the relationships between 
governments that support higher education and thQ 



needs of the universities. One of the chancellors of 
one of the Asian universities got up and said, "Vou 
know, we really shouldn't bemoan this any longer. 
This is here to stay^ and we just have to realize th$it 
the marriage with C^sar has to be consummated." 
Someone else got up and said, "Yes, but how many 
times a day?" 

I wpuld like to talk about some general problems 
and principles; usiog illustrations from the field of^ 
medicine. I apologize for this. JbeCause we are 
pealing with more than medicine, although the 
AHEC program * recognizes the central role of 
medicine and it is in relation to medical education 
and medical care that we have had the most 
experience so far. However, I believe these illustra- 
tions^ have meaning in just about the same way for 
the other fields of the health professions that we are 
concerned with in this important program. 

One of the characteristics of education in health 
professions that creates problems for universities is 
the fact that their being part of a 'university is/a 
relatively new development. Medical educatiornwas 
totally, in the maj^n, in the Western world, unrelated 
to the universities for a lohg time. Even when 
medical education was a part of universities, it did 
not actually have much to do with the university. 
The base of educational programs in the health 
professions by and large has been, and continues 
to be, one that is caniedout in the framework of the 
delivery of care. That in itself creates a new set of 
prpblems for a university, because in all of its oth^er 
activities the university has full and total control 

f r the framework of its education. In medicine, 
the other hand, the crucial partsyof this 
framework rest upon an involvement in th^delivery 
of care. The way many universities ancfynedical 
schools have solved this problem, at leas\ in the 
past, is by arranging to hajre full control pver the 
framework pf this care. This was responsible for the 
idea of the university hospital which the university 
owns and conti^ols. After a while, it became clear 
that this arrangement was not adequate. Conse-^ 
quently, affiliations were developed with other 
hospitals which were expected to be carbpn copies o 
of the university tertiary care^ hospitals. 

Many of the problems you are wrestling with are 
problems that have to be dealt with in that conte?ct. 
Clearly, one of the issues is to what extent can and 
should the affiliated ooijUTlunity hospitals be 
carbon copies of the university-owned, university- 
controlled tertiary Institutions. I am one of those 
who believes th^t the worst thing that could happea 
is to try to achieve that. In the first place^, I do^not 
think it is^achievabie. |n the second place» I danot 
think it is what is needed, because what is involved 
here^^is not simply rhore of the sam^e, but the 
addition of something which is different and has a 



value of its own. not only to the^ cdrnmodities 
In^olveO^ but also to medical education^ That, of 
course, is an idea In which not all of the chairmen of 
clinical departments, the academicians, really 
believe. In North Carolina, however. I have the 
^rrtpression tl^at more and more of the medical 
faulty have begun to appreciate the fact that' 
^learning within a' community hospital setting 
represents a component in education which is 
uniquely irftportant in the preparation of the people 
vyho wiir. In their professions, protect and restore 
the health of individuals and the community, ^ 
Related to this is the question of what the AHEC 
program is for. It is perfectly clear to me that the \ 
Congressional Intent, and certainty the hopes of the_ 
people in this country who know about the AHEC 
: development, is that AHEC will change the content 
of health care and positively influence access to 
that care. However, If the AHEC program is to be 
expected to do all of that, K certainly does not have 
the resources nor the framework for so doing. The 
AHEC program is actually designed to be an 
instrument to produce P^ple who will have 
received and developed the appropriate training 
and education !o carry out these roles. I do not 
think we can assume that, having done the 
education job well, the change will automatically 
take place. What we have4i.a right to assume. I 
believe, is that this is an essential ingredient. If you . 
set up a framework for a certain kind of care and do 
not have tfce people available who know-how to* 
deliver it. then you have achieved little. Several 
other, paralfel activities need to be carriedtout. in 
relation to which the AHEC responsibility devolves 
primarily on the development of personnel. I think 
we need to -see to it that the other kinds of 
developments do indeed take place, so that the 
people who receive training pan put it to good use 
in a framework that welcomes and fortifies it. This 
seems to me to be an important thing to da: 

I would expect tha^ one of the problems in 
governance here is how to develop a partnership. 
The word "partnership'* is a nice word, as is the 
word "teamwork"; but are we talking about senior 
partners or junior partners? Are we talking about 
first cfi9ss citizens &nd third-class citizens? There 
are no easy answers to such questions, but the \ 
universities that Say.' "Nobody is going to tell us \ 
vy;nat to do.*' are really not even recognizing the; 
truth about themsefves. because they are very 
much influenced.' as individual faculty members 
and as institutions, by what their peers do, by where 
the money is coming from, and by where the 
rewards-are. I do not think we should Seel that 
because the AHEC program has to some.extent the 
facility to offer people or ir>stitutions some rewards 
in various forms that somehow this is unfair. 
Without rewards. It [s very difficult to move 
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anywhere* Moving the university in Us program, 
getting It to change its concept of its role, is almost 
as difficult as moving a cemetery. Nevertheless, 
change does occur. If you just look at what has 
happened to universities irx general, and particular- 
ly in the health fields, you will see that tremendous 
changes have taken pli&ce. None of the major 
Changes has occurred, however, as a result of 
changed perceptions within the institution. The 
forces that have changed them have come from the 
outside. Take the very classic example of the 
Flexner Report, which we hear so much about. 
When the Flexner Report was published. In 1912. 
the medical educational establishment In the 
universities could not have cared less. Howeyer. the 
Rockf6ller Foundation spent close to $90 million in 
the next 10 years, a sum probably equivalent to 
$500 million now. trying to Implement these ideas. 
Some universities said, "Go away, don't bother us,"' 
while others said, "Yes, we would be glad to think 
about it." it took- 50 years before all the medical 
schools of this country adopted the general 
fJrinciples that were involved in the Flexner recom-' 
mendations. 

The tremendous and very important research 
component in the medical schools came about 
because the people of this country, expressly the 
will of Congress through |he NIH, made a great de^l 
of money available, Tha^ Is what changed the 
universities, and many medical schools were at first 
' Very uncomfortable about this. It took some 
medical schools decades to get reorganized to take* 
advantage of these funds. Many of them needed a 
lot of stimulation. It is not as though they were 
waiting and ready, and all they needed wai the 
money. They did not even have th0 orientation. This 
is not to say that there are no id^as which come 
from within the university, but it is simply to 
illustrate the point that universities do respond and 
that universities need to hayaa situation in which 
the society they serve demands that they respond. 

We talk about the universities in connection with 
the AHEC program as being a vehicle, a vehicle for 
the attainment of the goals that have been given to 
AHEC and that AHEC has adopted. It js important,' 
however, to realize that this Is not an activity which 
the uniyersity can carry out without undergoing 
change. A\vehicle?ls something that moves some- 
thing from one place to ahother.^You get on a bus 
and go someWh^re, and then you get off. if that Is 
done frequently /enough^ there is sbme wear artd 
tear on the bus. but the bus itself does not chande. 
The concept of the university as a vehicle fJl^ls 
short, because the university as a vehicle is not 
designed, engineered, or organized to do what 
AHEC needs it to do, and therefore Jt^must undergo 
soime change. It must make adaptations which will 
at one and the same tiryie/achieve what is needed in ' 



the AH EG program and also protect the essence of 
what a university is supposed to do in our society. 

Now this, of course, raises questions of control 
and who makes the decisions. I would suggest that 
to put the question as to who makes the decisions is 
noMo put the question right. The question needs to 
be'tated, ^Who makes which decisions." Instead of 
saying that sin the end some single individual,, 
group, dr institution must'make fhe decision, the 
AHEC program is asking us to address the 
question, "Who makes which decision^' If we can 
sort this out. and I think from what I kriow of some 
of the AHEC programs that this process has already 
begun, then it seems to me that somq.of the 
problems can indeed be dealt with. 

Let me say a word about academiq freedom. I 
have been a member of the Association of 
American University Profess6rs for 30 years, and I 
believe deeiply and firmly in academic freedom. I do 
have a rather clear notion of what it means, and I try 
not to use It to becloud an issue. Academic freedom 
in the universities of the Western world is a Tiotion 
which was developed to prjptect the truth as seen by 
members of a faculty because new knowledge 
always means that adaptations have to be made, if 
not in programs, at least jn the way. people view 
things. The;first notion that the world was round 
was not welcomed very much, and there were 
people p who lost their lives because , of their 
expressions of the truth as they saw it. That is the 
issue in academic freedom. The concept of 
abademic freedom is to protect the individual from 
persecution when he says something that is not 
popular, bpcause we haN^e teamed overtime that he 
may turn out to be right. That is what academic 
freedom is about. When people say that the 
university should not sign a contract with the 
...--^-'^eder^l Government because it interferes with 
acadehiic freedom, they are speaking nonsense. 
Another answer is to^ say, "Okay, don't sign the 
contract, but don't expect a responsible ^g^ncy to 
give^you money to do whatever you please with it." 
There is a difference between saying, "We*need a 
certain kind of program, and if you would like to 
carry it out, we will help you do it by giving you 
money," and saying. **We )fiave decided that the 
world is indeed flat, and we will give you money if 
you will go an<l prove that it is." We can deal with 
the latter statertient-by saying that maybe it is hot 
flat. It may be th^t some of the people who use the 
' concept of academic freedom when, they are 
discussing doirig things which do not appeal to 
thism are serious al;)out it. and are not deliberately 
usin9 something th\it just sounds goo'di But that 
doe$ not make it any more valid. 
' ^ Let me finally sug^e^t that Dr. Andrews* refer- 
ence to the affiliation dpncept is really a' very useful 
one. We have had a lot ipf experience with this, and 
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some* principles have indeed emerged from tpaX 
experience. If you examine the experience, what 
you fjnd is that the bestaffilfation situations are not 
those. where' an attempt was made to forCQ the' 
affiliated institutions to do everything in the waV the 
so-called parent instUution wants it done. The best 
affiliations are like a companionate marriage, where 
the parties agree to share goals sufficiently so that 
they can find ways of working together. To say that 
the commumty hospital has precisely the same 
goals as the univerSity-owned tertiary hospital, 
each of them in precisely the same ratio of 
emphasis to the other, is to disregard the truth. In 
fact, these goals. Of patient care, research and 
teaching, in terms of the ratio of Emphasis in 
different types of hospitals, should not be the same. 
Within the university tertiary hospital vve say the 
goals are teachin'g. research, and patient care. We 
talk about them as though they were interchangear 
ble. While they are, of course, interdependent, and 
tlie effectiveness of one clearly influencdl the 
effectiveness of the other, they are distinct entities 
and it is extremely important to think of them in that, 
way. A friend of mine, in talking^about this thffee- 
legged sto.ot of patient care, teaching, and research 
in university hospitals, has Said that it is indeed a 
very tipsy tripod because these three legs are in few 
places of equal 'vjength. If you want to get an 
appropriate balance— and I am not 'saying they 
need to be of equal length, but that they need to be 
of different lengths in different sjtuations— then it is 
terribly important t>iat the overall governance and 
decision making structure include those who are 
concerned with ediication primarily, those who are"" 
concerned withDe^earcK and those with patient 
care, so they jSan make afepomodation with each ' 
other. One should not assume that every institution 
adequately ^pr%sents all three forces. 

One of the elements in the AHEC program which 
I think can be relied upon more than any other to 
h^lp guide the development of an appropriate 
governance structure is the program commitment 
that is made to achievement. The more specific that 
can be. the more certain we can be that the 
governance problems will sort out themselves. If 
governance is put ahead and is made antecedent to 
the determination of program elements and pro- 
gram achievements, it is going to be very difficult to 
get the best kinds of programs because then you 
have a situation in which the form governs the 
substanQe. What we need is for the form to 
implement and expedite "the achievement. The 
famous architect. Louis Sullivan, who was respon- 
sible for the new^ wave of architecture in the 
twentieth century, said, "form follows function." 
You do not build a building and decide how many 
plHar^, doors, and windows it will have in advance,^ 
and then try to make it work as a hospital. What you': 



'do is to decide wliat fgncUons ybu want to perform. 
/and tliat telid you wliat kmd of building you should 
build, I believe that the single most important factor 
in enabling us to deal with the governance problem, 
aside from the contributions of well-trained, 
dedicated, and experienced policy makers &nd 
administrators in this program, will be the extent to 
which you have a statement of detailed'program 
objectives which provides the framework in which 
you can decide who shall do what, and who Will 
make which decisions. 



Panel Presentation #3 



Mr. Gary Dun,n 



The two previous speakers' have addressed broad 
philosophical issues related to governance, I would 
like to share with you the more practicaLissues of 
governance frdm^he perspective of^AHEC direc 
tors. To begin with, I think when we consider AHEC 
as an entity brought to the university, and the kinds 
of things we have tjeen able to achieve by using it, 
we see that AHEC/ has become an Opportunity for 
the university to nribve into the comrh unity and to 
change its image to a more hCmianized, personal, 
' concerned institution— as opposed to an? irhperson- 
af ivory tower It now;s appears to the greater 
community, to some extent at least, that at last. the 
- university is concerned about real problems and is 
taking some positive steps toward their resolution. 
The AHEC, as a mechanism, makes possible a 
symbiotic relationshi|j between community re- 
sources and the university. It has become, for many 
of us. the fnarketplace where we exchange ideas in 
return for access to patients and facilities we would 
not have otherwise. This process has provoked a 
considerable amount of ' bargaining and 
negotiation— stimulating a varie^ of reactions on 
the part of the university community. 

I would like to be able to say that AHEC has 
received the complete s^ympathy of the total 
urxiversity community. Unfortunately, many faculty' 
have said to me that it is contrary to the intent, 
purpose, and integrity of the university to cohabi- 
'tate with the Community to the extent AHEC 
demands. They have said on frequent' occasions 
that the AHEC is sticking its nose in where it d<5es 
not belong. They have accused us repeatedly, and 
with some validity, of making decisions that should 
rightfully be left up jto the university. These 
statements continually Redirect us to review our 
program with the total administrative community in 
trying to work through, the problems we facfe in 
negotiating for the assistance we need from the 
greater community. 

Another characteristic of the AHEC program 
which is sometimes grating to faculty is the fact that 
AHEC has very specific objectives which are 
spelled out quite clearly. To faculty members this 
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indicates a kind of sellout, an over-reaction] and a 
watering-down of, the academic influence that will 
somehow have a serious effect on the cjuality of the 
program. These objectives become irritatirj^ to the 
very faculty we are trying to involve. We know that a 
considerable amount of activity exists in universi- 
ties for its own sake. Often the raising of issues 
about quality, academic freedom, or institutional 
purpose is a camouflage fo; cdncern on the part of 
Sdme faculty that ,they msiy be recognized as 
involved in activities lacking in accountability. 

There j^are also members 5f the ojniversity 
community who are very suspicious of the authority 
Of the AHEC: They see the attempt to live in.the 
greater community as a'threat and a departure frgjn 
the university's major responsibility, which is 
excellence in teaching, clinical care, and research. I 
do nof want to dwell top long on these issues, but; 
';hey ^re some of the real world problenis yve face 
every day. The whole issue of involving community 
facuWy is a continuous debate. How many com- 
munity faculty? What a\ their roles going to be? 
What is their rank going to b^? How much of the 
educational -program is going to be conducted by 
them, and who is going to supervise? All these are 
questions thdt have to do with extension of 
academic effort through the use of "nonacademip" 
personnel. This is cause for a great deal of concern 
among^ university faculty. It is a sensitive^^area, but 
one which must be dicussed openly. 

Prior to breakfast this morning, we had a 
vigorous discussion of the position, which goes as 
follows: It is all right to use Dr. Smith on a site 300 
miles fr'om the university for a teaching program*, 
but make sure you keep hfim in his place by cgilling 
him "cJinical" or whatever euphemism you wantto-- 
use, because we must continually make a distinc- 
tion within the faculty. We are .getting some 
feedback from community physicians who are 
sayirig, "If, in facj, we are a necessary part of your, 
program and if, in fact, you need us to the extent- 
you say you do, then v^hyjs it that you insist upon 
making these distinctions?" The reply from the 
academic community is, "You can't take someone 
who has devoted whatever period or time of his life 
he has to patient care and suddenly transform- him 
into ah academician, and if you don't keep this 
distinction, it will taint thp image of the university." 

Another problem we have encountered in AHEC 
is the matter of extending beyond the hallowed 
ground of the university and going outjnto the 
greater community where there is another universi- 
ty. There is a fear about the exJension of your 
ihfluencp into their backyard. Other schools and 
institutions want to be co-equal. Tliey do not want 
to be anything less than that. If AHEC suggests' 
doing anything at a remote site, the local college or 
university wants to be the one who does^it. They do 
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not want the AHEC university transgressing or 
getting into their area. That is not /o say that they 
would be interested in presenting a given program, 
but they do not want you to do it. We have made 
every attempt to try to work witlf^ihe problem by 
sharing the responsibility. However, the issue is 
complicated when a need has been identifred within 
another institution's backyard. If the program is 
stalemated, for whatever reason, because /of the 
contract mechanism AHEC is accountable./ 

When you do interest a community in what 
should, be done or what could be done In the 
training of health manpower, they begi^i t^ look to 
AHEC and lyake demands or requiests that we 
cannot always meet or react tb in a very deliberate 
or immediate manner. This often creates credibility 
*^roblems and hard feelings. For instance, almost 
institution that we had a dialogue with has 
started out assuming that AHEC was there to doie 
out money. On the posrtive side, however. It has 
been valuable from the beginning, to have a five- 
year contract v^ith the Federal Government that v\4e 
can refer to as we move through negotiations with 
other institutions. It lool^s to them, when we, talk 
about arrangements for a five-year contract, to be a 
program of some credibility. It assures them that if 
they get involved ther^ will be time enough for them 
to see some fruition oHheir efforts, and it prt)vides 
a substantial amount of support for instrtutional 
cooperation. The advent of regionalteatibn prompt- 
ted a certain amount of concern on the part of some 
programs that, with the changing oi the guard, 
there might. also be an urge. to re-describe the 
- ballgame now that we eire in the third inning. In my 
opinion any attf mpt tV maneuvel' the first-year 
agreement in one form or another without careful 
negotiations between the parties would be disas- 
trous. 

I do not think the Carnegie Commission could 
possibly have anticipated the implications of estab- 

*^lishing sub-administrative units over a large geo- 
graphic area and the kind of problems that 
accompany it. I would write another chapter Rollo 
IVIay's Power and Innocence about how completely 
innocent we were when we mad* Jhe as3umption 
that all we had to do was assign professional people 
to the Assistant Dean level, put them in charge out 
in a remote community, and there would be no 
problems. It was not long before we found, and still 
find on occasion, thbse assistant deans functioning 
within a region, severely strjcken by a complete 
misunderstanding of who they work for, where the 
payroll comes f rom, and what they are out there to 
do. This problem can be lessened somewhat by 
frequent exchange of visits, but the whole question 

♦ of Identity is a very difficult problem, How do you 
stay aliye in a remote community and at the same 
time keep your university Identity? How do you 
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arrange your life so that you tiiive the kind of 
support for the kind of principled things that you 
might have to do, which may not, in every case, be 
favorable to a given community? I think we 
underestimated how difficult that is indeed. As a 
result of that underestimation there is some 
reconsideration on our part about the need to 
provide more suppqrt. I was pleased to hear Glenn 
Wilson say this morning that he hatfconcluded that 
a critical mass of un^veirsity personnel j somewhere 
in the neighborhood of six, is necessary in order to 
provide a sort of subculture that would make it 
possible for people to have a dialogue with their 
own professional community. The social Jif6, the 
recreatipnaj activities, and the professiorfal life of 
someone living jn an outpost are so very different 
that we often fail to reaiize how diffiQuit it really c^n 
be to run a program in a remote site and etill keep 
your balance. 

\NhaX I have come to* see as the valuable part of 
AHEC is accompanied by the realization that any 
future expansion of the training of clinical person- 
nel is going to have>to be arranged either through 
the AHEC mechanism, which I ^m not sure is the 
only answer, or it Is going t6 have to be arranged sp^ 
that the university can obtain access to the 
community facilities which, at this point in time/no < 
university cap afford to purchase. And ijhihk the 
success of AHEC will prdbably be in direct 
proportion to wiether or not it has been able, 
.through the contract route, to make lasting 
arrangements with the greater community and fts 
resources. , * * 

Panel Presentation #4 

Mr. Dewey Lovelade 

Community AHECs have to havp room to maneu- 
ver. They cannot be structured in a straight line or 
within two white lines. Breathing room is essential. 
In order for you to better understand the WiJming- 
ton AHEC, perhaps just a little bit of history as well 
as some orientation abotit ouV area is in order. 

New Hanover Memorial Hospital irrelatively new, 
having taken the pJace pf two old hospitals 
approximately a years ago.* There is a history of 
training interns and residents, and during the last 4 
years the teaching programs have beeh in coopera- 
tion with the University of North Carolina. In 1971, 
the previous arrangements became formalized in 
that Articles of Affiliation were signed between the 
University and the Board of Trustees of New 
Hanover Hospital. The Board of Trustees, in order ^ 
to make, the cooperative effort more workable, 
credited the^Health Sciences Foundation, Inc., and 
under the umbrella of this new corporation is the 
Area Heajth Education Center. The hospital trust- 
eed, I believe, realized that this was an appropriate 
arrangement, because while they wanted to main- 
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tain a good bit of Qontrol and say so, as it would 
/relate to the Area Health Education Center, they 
also wanted the outlying-hospital and other health 
rejated agencies and individuals to also have 
considerable input into the AWEC. Therefore, the 
Health Sciences Foundation Board of Directors is 
composed of the Executive Committee of the 
Hospital Board of Trustees, as well as its Chief of 
Staff. The other members who make up the 11- 
member board are prominent community leaders, 
as well as educators. This board appoints^ an 
executive director whose responsibility it is to 
oversee the general operation of the AHEC. The 
nonyphysicialn faculty consists of a Director of 
Education, Nurse Coordinator, Pharmacy^ Coordi- 
nator. Public 'Heafth Coordinator, Librarian, and 
Audiovisual Technician, along with the secretarial 
assistants. Thiese individuals are "responsible for 
^ continuing andJn-service education for all levels of 
health care workers. The medical faculty, number- 
ing six. are appointed by the University ahd are 
stationed jn Wilmington. In addition, there are eight 
part time faculty, who are primarily practicing 
• physlc^arts in our area. These faculty positions, for 
oteaching and for service^ -are members of the 
hospital department wherein their specialty lies. 
For instance, at New Hanover there are residency 
programs in medicine, surgery, and ob-gyn, with 22 
residents. They are also responsible tdT1^a3,^paft- 
ment chairmen, both at New Hanover^and in the 
School of Medicine at Chapel Hill. The Executive 
Director has overall administrative responsibility in 
all areas. I believe at this point I should-point out 
that, not being a physician, I rely heavily oh the 
recommendations of the teaching faculty, for any 
decision relating to teaching, and if further consul- 
tation is needed our office would then call upon the 
Cliairrhan of th^respective service in the hospital 
or the Chairman of the department at the Universi- 
ty. ^ . . 

As you can see, this is somewhat complicated. In 
reality, it haa worked very well for us in that, first, 
the physicians ariB members of the hospital 
department and must have approval from the 
hospital department to make any unusual change in 
philosophy or procedure. This is'a check on the 
teaching service and, at the same time, it keeps the 
respective hospital department aware of what is 
going'^on insofar as the teaching service is 
concerned. Secondly," the University, obviously, 
has certain teaching philosophies, guidelines, and 
expectations, and these are fulfilled through the 
faculty status with the University. It is essential, 
however, in my judgment, in an organization such 
as ours, tKat the AHEC Director have a very close 
relationship and an open door policy, as well as 
frequent meetings, with members of the AHEC 
teaching staff and the Director of the core hospita). 



as well as^meetings with the directors of thB' 
outlying hospitals. Without complete understand- 
ing and the copperation of the hospital directors 
involved, a.viable teaching program cannot exist. It 
is also very important that any new programs, 
before implementation, preferably during the 
thinking stages, be cleared with the' Hospital 

^ Director, as. well as the Hospital Board of Trustees, 

^ and with the Executive Committee of the medical 
staff, if the proposal affects physicians. Needless to 
say. vye attempt to accomplish this in our area by 
maintaining a close relationship with the hospital . 
directors, as well as through the aforementioned 

^ formal meetings. Such will avoid needless trouble. 
I would now fike to discuss with you our 
relationships, cooperation, and governance, as 
these things relate .td our six satellite hospitals. 
These hospitals, with the exception of two. which 

^ are also located in the city of Wilmington, are* 
located irv rural communities ranging in distance 
from 3Q miles to 60 miles from the core hospital. To 
travel from the core hospital on a round trip, to all 
institutions, is a trip involving approximately 250 
miles. These hospital^ range in ^ize from flO tp 135 
beds. We do not have a formal,;/writtbn afl^mknt 
with any of these satellite facHities. Our relation- 
ships, up to now, have been based on mutual 
understanding of the needs that'exist in teaching - 
areas and mutual cooperation to meet these needs. 

. Once weekly, a member of our staff .visits each 
facility, and a\ that time delivers books, audipvisuai 
tapes, as well ^as other written material which have 
been requested. This staff member al^o talks with 
the Director and/or other members of the hospital 
staff, taking requests, seeking advice, and generally 
> trying hard to keep a good working relationship 
withpach ihstltutionoragency they may be visiting. 
I should inject here that we have placed, At all of our 
satellite hospitals, audiovisual replay et^uipment 
which is compatible with our equipment, a$ well as 
audiovisual replay machines. Of course, from time 
to time, we present live programs at our satellite' 
institutions, which I might state include nursing 
homes. And each recejves an announcement of all 
programs which are presented anywhere in south- 
eastern North Carolina. 

The Director ot AHEC does have^an advisory 
board which consists of the satellite hospital 
administrators, as well as the Director of Family 
, Planning in our area. We hold Advisory Committee 
meetings at least quarterly. At these meetings we 
review our activijtifes as well as receive input from , 
our advisory committee as to h6w they feel this 
AHEC is performing. Also at these .meetings, we 

^ receive input for additional educational programs 
which they feel would be of value to them, either 
individually or collectively. Admittedly, our adviso- 
ry group is a small one. although in my opinion it 



has functioned wery well, It is our Intention to 
enlarge this grouD in the near future. 

We have been ah^ed many times: how, are you 
sure you are receiving sufficient input from various 
hospitals and other\ health related agencies and 
individuals in your area. My answer to them in the 
beginning, as well as now, hgs always been that we 
believe the best input comfes directly from the 
individual or organization which desires input, and 
to that end our staff is constantij^ making visits and 
/having personal conversations with large numbers 
of people, including those who do not *have 
supervisory responsibility. All requests and Sugges- 
tions far prpgrams or assistance are reviewed by 
me or by the Director of ^Education. We try very 
hard not to refuse any sugigestipn which has merit. 
In order to keep this=;kind of communication'going, 
it is very important that every staff member 
recognizes that it is his or her re'sponsibllity to take 
the time to discuss any and all requests, at any time 
Or any place. In their capacity as an AHEC 
representative, then, to make sure that an approp- 
riate follow through is done. 

Our relationship with the University of^North' 
Carolina at Wilmington, our community college, 
and technical institute&^is generally the same as 
with the other health agencies. We have worked 
with all of them in one way or another, and our 
relationships seem to be good. We do not have any 
formal agreements with these groups except in 
cases where there are nursing students affiliated 
with hospitals, and then the agreements are directly 
with the hospitals involved. These institutions, 
however, do have educational input into the AHEC 
system, since the Chancellor of the University of 
North' Carolina at Wilmington, as well as the 
President of the Cape Fes^r Technical Institute, are 
members of bur Board. 

Our relationship with the University of North 
Carolina is a more formal one in that there are 
written agreements in the focm of contracts and 
articles of affiliation. These arrangements, though 
specific in some respects, are again as general in 
content as they can reasonably be. This, of course, 
has been io allow this Area"* Health Education 
Center to develop, both organizationally and 
directional ly, where it seemed in the best interest of 
all concerned to do so, without undue bureaucracy 
or red tape. This has promoted oonfidence, as far as 
we are concerned, and has promoted acceptance 
among members of the medical community. Good, 
frequent, and honest liaison between the central 
AHEC and the local AHECs contributes a great deal 
to the development of a strong, progressive and 
productive system. Obviously, if the budget is done 
in cooperation and consultation iwith the central 
AHEC Director or his liaison person, this allows the 
University to approve before funding any new 



programs, and at the same time allows our AHEC to 
present proposals we feel are important for 
continuing education in both allied health and 
medical in this community. The central AHEC 
obviously has certain guidelines in regard to 
salaries, bidding procedures, purchasing, and 
auditing which we must adhere to. However, to 
keep some semblance of order and to promote 
generally Hhe same administrative procedures 
throughout i^e state, these are necessary, and we 
do not object to them so long as the central AHEC 
constantly keeps in mind that they must allow their 
satellites to be at flexible in their operation as 
possible. 

" In summary, we ha^^a Board of Directors which 
is closely aligned with th^ Board of Trustees of the 
central hospital in the Vwmington area. We have 
the position of Executive ^rector, who is adminis- 
tratively responsible for the overall operation of the 
AHEC. In^ddition. we have Articles of Affiliation 
directly with the University, but we have none with 
the smaller hospitals in our area. 

In closing, I think that in our local AHEC three of 
the most important things that we have learned, 
which are essential in our operation, are: first, you 
cannot dictate or direct what kinds of education 
other people in your area want to have; but rathier, 
let them teli you what^they would like to have. 
University authorities must constantly l/eep that in 
inind. Secondly, you have to carry trie itiountain to 
Mohammad, because in our case the smaller 
hospitals simply do not have the personnel or the 
resources to pome to us. Finally, you must do what 
♦you say yo|j,,are going to do, when you say you are 
going to do it, or otherwise your credibility is lost 
and your program will probably be in jeopardy. 

Audience Questions and Discussion 

Dr. Cec/7 G. Shops: May \ suggest th^t there were 
at least a couple of subjects which came up this 
morning that we may want to discuss. One is the 
notion that if universities deal with communities 
they get contaminated, and I think it might be 
useful to explicate that a bit and see if there are 
people who think they can supply examples. And 
the other, quite ciesiriy. it seems tb me. depending 
upon what the group feels, is the whole question of 
faculty appointments and what th^y mean and what 
kind they are. because I would imagine this is a 
persistent kind of problem. 

Dr Henry s, M. Uhl, North Carolina: I would like 
to comment on the two points^ Dr. Sheps raised. 
Before moving to North Carolina. I devoted 7 ye^rs 
of my career to the strenuous effort as one of the 
chief administrative officers oi an innovative 
medical school launched by Brown University in 
Providence, Rhode Island. This program was 



. conceived as an integral part of tlie University and 
was, in fact, located within the Department of 
Biology and was then subsequently called the 
Division of Biomedical Sciences, as it is today. I 
believe this is the only program in the history of this 
country ih .which an effort was made to make 
medical education just another one of the educ^ 
tional programs of a tdtal university whose tradi- 
tions were essentially in the humanities and the 
liberal arts. This experiment \s still in progress. 
None of us knows how to evaluate what we are 
doing. We,.might as well confess that immediately^ 
even if there are representatives of HEW here who 
are looking forward to receiving detailed evalua- 
tions of our output. I was responsible for develop- 
ing, for Brown University, its university hospital 
relations and for recruiting clinical faculty, and this 
was a most harrowing experience. We had the 
whQie spectrum of experience with the seven 
hospitals that we attempted to affiliate with. These 
are now consummated, but in the processoria^&-^ 
bed community hospital was literaiV^egtroyed as a 
community hospital resource and now has become 
the private domain of a very successful grantsman 
who got a large amount of dollars from the National 
Cancer Institute, and it has become a - cancer 
center. Npv/, ypu can make your own judgments as 
to whether this was good for the community or bad 
for the community, but it is one vyay in which a 
university can cause a great deal of difficulty in the 
development of community hospital affiliations. 
Bro^n University ha3 no university hospital. It 
* affiliated with community hospitals. 

Secondly, with regard to faculty at BroWn 
University, there were multiple tracks that were 
developed, including the traditional clinical track. 
However, ,we deliberately established in the hospi- 
tals not onl;^ chiefs of services, but other full time 
faculty who were on the tenure track, as we are now 
calling it in North Carolina. I do not know what it is 
called elsewhere,.but it means that they are full time 
in those departments thai represent thjeir speciajty. 
This is now being developed in the AHEC h§re in 
North Carolina. I strongly support this development " 
myself, partly based upoih my experience m Rhode 
lsl|ind, and partly based upon the faat that wjien ^ 
Harvard Univer^ty, 3 or 4 years ago, ^ried to 
.separate their facultyHnto four separate tracks they . 
had a severe internal turmoil with tfie faculty. 
Finally, pr. Sheps. you did refer to academic 
freedom as protection of truth, and I am sure this is 
Its origin, but I would be most appreciative if you 
could, devise some mechahism that would also 
protect administrators. 

< Mr.^ Glenn Wilson: Therethas been some effort in 
that regard at the University of North Carolina at 
Chapel Hill recently that Dr. Sjieps has participated 
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in, but I don't think he woiild like to review that. We 
did have a discussion this mol-ning, and there was 
silence from Dr. Sheps' comments. Would you like 
to take th^ first crack at thatl Dr. Sheps? 

Dr. Sheps: Well, so far as the . last question *is 
concerned, you know 1 think it is in the essence of 
administration that you do not get statutory 
protection. You either perform or you don't, and trfe 
question is one of competence as seen by those 
who hire you,. And I really think that whije there 
were tirries when I would like to have had it, i always 
knew that it was not there. I think that is really 
inherently the case. I think the severest test of ^that 
issue was, in fact, the Watergate situation,* in which , 
an administrator for the whole nation was protect- 
ed, whereas in most other democratic countries 
with a parliamentary system, he Would have been 
removed within several days by his oWn party, aft^r 
the first revelatipn. And I think that that is:not too 
tiramatican example. It«dpes illustrate the principle. 

Perhaps this is the time to try to get something 
started by way of discussion about faculty appoint- 
ments. , 

Mr, Gary Dunn: Could I just comment on your^ 
remarks? I think there^is considerable, evidence 
that, for whatever reason, there really is not any 
relationship between e^ffectiveness ^^d safety of 
administrators, especially when you are trying Fo 
work through an innovative program and especially 
when you have to deal with diverse elements, such 
as community hospitals and unfversity fafculties. if 
you look at the track record of the turnover of deans 
at schools o^haiedicine in this country in the last 8 
years you will find thatwhat I say is esafentially/true. 
There is a certain* risk that one takei by virtue of 
taking a leadership role in an innova/ive program. I 
think 'the kind of protection thaV seems to be 
reasonable fQr^an^dministrator wWo is involved in 
an innovative program is the kind dff protection that 
a university necessarily should givfei him, like giving 
^ him the opportunity to nr^ake a site-elwige, if that is^ 
what it happens to be, or returning himtoS^ther 
level of operation, etc. But I do not thiniot is 
reasonable, or can be demonstrated, that there is 
really that much cogj6lation between administiative 
safety and efficiency. 

Mr, Wilson: It sounds to me as if this is rapidly 
turning into a protect the AHEC directors' move- 
ment. Let me start very specifically on an issue 
which Dr. Sheps and others discussed this morn- 
ing. It seems to me that if universities are indeed 
committed to regionalization and decentralization 
of health professional training, that those normal 
rewards available tp faculty, whatever they might 
be— and they are very. scarce sometimes— should 
be available to teachers in the community. If 



Panel H3: (from left to right) Dr Andrews, Mr. Wilson^^ Mt". Dunn, 

teaching in the community is of good quality, then 
should they have full faculty status? Stjould they be 
given what, in this state at Igast, is known to be 
•second class citizenship—clinical or adjunct fac- 
ulty status? Gary Dunn raised this ^s$ue this 
morning, and I think there are, in this room, jnany 
different perceptions of that. Should, indeed, those 
people who teach in AHECs be full and" regular 
members of the faculty, on the tenure track? If they 
are on the tenure track, the home based faculty take 
a different view of that program, because they are 
"our" people when they are on the' tenure track.. 
They are somebody else's when they are not. 

Dr. Shops: Well, let me start b^utting jt very 
sharply. I find it helpful in thinking about this, to" 
divide the subject into full time and part time. I. think 
there is a tremendous difference between a full^ime 
and a part time person, so far as the university is 
concerned, and so far as the scholarly and 
academic effort is concerned. This is not to say that 
sa part time person does not make an important 
cb^ntribution or JDne^which is of the same quality as 
the full-time person. -But it ia to say that the part / 
time person has other loyalties, other tasks, and I 
would then offer the suggestion that one useful 
way, one dimension that is Important, is full time or 
part t^me. . . « . 

Then, secondly, it seems to me that once people 
are given teaching or research or service activity 
that IS directly related to performance of health 
care, and it is full time, then^they ought to get 



r, Sheps, and Mr. Lovelace. ' ^ 

regular faculty status without*any prefixes to their 
title. The issue there is the fact that universiti^s^'arB'? 
not as ready as they might be to give recognitioato 
the valjdity of the contributions that can±)e made;by 
people whose strength is not in the laboratory and 
whose strength is, 'instead, in terms of performing 
and providing- health care at a high standard an'd 
being interested in, and able, to teach studpnt^ 
affectiv6ly. We have gone through some 20 years in 
which the expectation and the major elemer^t of^ 
judgment was the, number of/publications>ahd thfe" 
nature of the publications: What needs to be doae 
now is to take seriously the fact that a person can 
make a contribution to the mission of the university 
if he or she Is a good clinician and a good teacher 
and never mert^ a contribution .in the lg|^boratory. 
birt shows competence in that area and has some 
analytical capacity -^tn terms of being .able to 
evaluate what is goy^g on around hirri/NoVa^any 
faculties are not ^quite ready for that^et.'andVt 
seems to me that that is where the problem arises. 
But I think that movements wiH take place. 

In our situation, for ekample, in\C[jiapel HilCwC^ 
hadja committee in the Division of Health'ScTences 
that developed a set of suggested guidelirfes for' 
faculty apTpointments and promotioh which in- 
cluded a lot of items of a reasonably objective 
nature that could be taken into consideration in 
evaluating the person's clinical performance and in 
evaluating hi$ teaching capacity. Now some of 
those^ were too- detailed, but the purpose of 
attempting to develop guidelines was to get our 



faculties in the five health science schools to begin 
to think pbout these elements and to devetop way^ 
of measuring therpkwith reasonable objectivity so 
that teaching an^Tclinical competence be rewarded, 
rather than putting all the faith and emphasis on 
research produetivify. • 

So I am saying two thingj?: first, it is helpful to 
make ^ dislimjfion between j^rt time and full time, 
because if you want the policy decisions of an 
academic and scholarly^ natiire to be made, they 
need to be made, almost exclusively I think. In the 
internal situation by full time people whose 
commitment is to the university and nowhere else. 
And secpndly, if that decision Js made, what 
universities need to do is to do something which 
they are having difficulty doing— and that ^is io 
• recognize an additional set of criteria that will get 
just as much attention as the one§ we have been 
^^.^ accustomed to in the last 20 yfears. , 

Dr. August Swanson, Washhington, D.C.: Jn aJ 
earlier incarnation, I was involved v^Wh thedevelopf 
ment of the W/^^l program at the -University of 
Washington and there we wefvt off on a slightly 
different tack, philosophically. Rather than get 
involved m the issue of: woufd these indivicluall 
whom we were going to ask to assist us in aL^ 
educational enterprise be part-time members of thfe 
faculty, clinical members of the faculty, adjunct 
-faculty, or any of the other terms which can be 
used, we simply started out with the idea that v3e 
were at that point in ,a position of needirig 
educational services which oeir facilities and oUr 
faculty could not provide, and therefore we would 
,go out and identify individuals in the community 
who could respond to a request for educatjo*rjial 
services on a contract basis. We never even talked 
about the question of faculty appointment.. Wi9 
.talked about what we needect, in very specific 
terms, and I would like to emphasize something 
^ that Dr.,Sheps said eaj^lier, about how important It is 
to be specific regarding the expectations of the 
university so that the individuals who are respc^n^J- 
-Jjig can understand and make the university \. 
understand what tjjeir^xp^ctations are. . \ 
Ance we identified the individuals and told the 
.theVexpectations and they r^ponded and said^ "We • 
can provide your educational expectations,'* w4 
negotiated a contract. It blew the mind of the 
Comptroller of the Unfspersity of Washington-wtien 
we said we wou^d like to negotiate for educational 
services with a group of physicians out there,^just 
thelway that we^mi^[ht^egotiate with one of the 
consulting firms fb help us plan a new building.^ We 
are riot paying them salary. Here are the details of 
Jhe contract,' The contract included such things as 



the costs th^t they expected would be, added to 



/their operation, including their support personnel, 
and it was an annually negotiated contract, one 
which could be terminated at the pleasure oteither 
party, with sufficieot notice. Later on, these pebple 
have been given some sort of title,, but that is not 
important any more. It is the fact' that it is a mutually 
agreed upon contract to deliver an educatibnal 
service which they know we cannot provide. I think 
that is an approach which needs serious considera- 
tion, and I think another emphasis in it is that it was 
with individuals who were to do the teaching, not 
with an institution, not with an administration, not 
with a board of regents. 
" 

Dr. Charles E. Andrews: Well, I do thihJ< there are 
several points here being discussed, and I certainly 
do not have a tinal answer or solution, but it is not 
justa problem in schooljs of medicine and AHEC.Jf 
we think in terms of ttie land grant tradition, and I 
think most of the universities involved in this^are 
land grant institutions, their three cornered stool is, 
you know, teaching, service apd research. I ttiiqk 
the -most important fad^or . is fh^t the central 
administration, the President's office or whatever it' 
may be, be really serious about the service aspect 
of their mission ahd that it permeate the-whole'^ 
university that it is important. .There are several 
ways it can be done. We, for examplfe, have stated 
that all three ;^jjf these elements are of equal 
importance, and that for promotion ot any faculty ' 
person you have to show exceflence iri at least two 
of them, so that a person can become a full 
professor at W0st Virginia University and never 
publish a paper, but he has to show excellence in 
the service aspect. 

The problem then gets to be how you define 
service. You see on promotion requests, "He 
became president of the local PTA," as a service 
function. Well, this is^obviously absurd in this 
context. But I think there are ways it can .be 
eva^uated and emphasized in the university reward 
system and(make it work. There is another variation 
of this proBlem that we are currently struggling 
with, and that is faculty appointments^orfhembers 
of the Extension Service. Hpw should they be 
recognized Jf you really believe that the service 
function Of a university is important. I think that " 
after 6 years of dfebate and discussion we are finally 
homing up with a solution— at least a temporary 
solution— to the problem. 

Now, as to the specific problem of AHEC and 
clinical appointments, I am not sure bur solution is 
a good one or a piermanent one, but it seems to be 
working at least reasonably well at the present time ' 
in that the faculty has established several criteria 
for plinical appointments, such as: he is a compe- 
tent clinician in his field and shows evidence of this; 
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or, he is involved in the teaching program; he Is 
Involved In the continuing education program, etc. 
The appointments are made according to these 
criteria, and then each year, as our regular 
^university faculty appointments are reviewed, so 
are these, and matched against ti\e criteria, shoujld 
they be contthued, and tWs sort oNhing. The otner 
thing i think has been useful ln li^iplementing this Is 
, that if a pliyslclan In Ch§rlesto^ wants to be a full 
^ time professor of medicine he has to go all the way. 
We have* a v^ry rigidly controlled private practice 
plan. He$will be on a salary. All of his income has to 
come 'through this mechanism, etc. Most of our 
people understand this difference, I think, and they 
are at least not unhappy and do not feel they are 
' second , class citizens with their clinical appoint- 
ment/ 

I like the title adjunct professor bettei*, and maybe 
it^just hides more, but this Is the title we use In the;, 
rest of the university, except for the school 
medicine, for these kinds of peofjre, Clinical als 
has th4 connotation, in ma y schodlsv^lhat you don't 
J pay them for anything, and J see nolhing^^y^rong 
with someone who gives a great deSI of service 
' »being paid a salary, and "adjunct", at least In our 
system, cleans this up a little bit and you can get it 
through thfe. comptroller with.fthis title; I do not 
know if - there are any solutions which work^ 
everywhere, and I think you sort of have to pick and 
choose the one that will fit your situation. 

Dr Srteps;; Glenn, you mentioned rewards of 
faculty status'. You know, let's examine that^ What 
are the rewards? The financial ones are nothing 
^ . compared with the rewards of practice. So what ^ 
you have is prestige and recognition. Now. what I 
am saying Is that If someone Is asked to serve on p 
full time bas|s, teaching and service, thep If he (jioes 
not get full time regular status and get Into the' 
tenure stream, the university is not serious about 
the whole program.. That Is really a test for the 
university. But, you see. It is quite different. It seems 
to me, for the part time people; who can be jugt as 
competent, bScaus^Si there Is the |::tr6b1em of 
governing the university. Universities think of 
themselves as self governlng.^The strength of ttje 
faculty IS very Important, and If we are going to 
remain IrP the university, and not set up separate 
universities, you have the understandable"concern> 
on the part of the professor of English, or the 
professor of economics, who would see a whole 
series of part-time people In their own community, 
or outside of1t, who could then corhe Into the 
universjty and be voting members. And that is really 
what the Issue is. / / • 

You know, there Is nothing wrong with /being a 
part-time faculty member, but It does not mean that 
in the eyes of the faculties of universities in general 



thatlthat quallfles'that individual to participate in 
the Jeclslon making regarding, thia policies of the 
university as a whole. Now. the role that is played 
by s i^fch individuals In.a.department q/ medicine or 
family practice medicine or pediatrics or in a school 
of nursing, ?.etc„ Is dependent upon how that school 
wants to function. If that department is serious 
abc ut the AHEQ program, they aVe cutting off their 
nosefe to spite tneir faces/if they dbn*t lr\vdlve those 
pec^ple In the exploratllon of problems and the 
de\|elopment of' policy, etc. But to give an increas- 
ing number of part time/people, who are ngt really 
part oi the full time academic! community, full 
voting status and tenurejon a university faculty Is, In 
the eyes of faculty generally, really not warranted^ 

I Mr.- Wilson: Dr. Sheps, I think you just said my 
View of this^eN, I never would quarrel over the part 



/tirne, but I do not bell 



serious, if the full time 
status. 

Mr. Dunn: 



ive that AHEC will be a real 



part of the university, ^nd as you said, they are not 

people are not given faculty 
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think. In academic life, for _ ^ 
niimber of years, when^we listen to this discussion 
we are a little) bit amused. The reason we- are"^ 
to a great extent we have not^ 
n ho^se. We have not^really laid 
i|h regard to criteria for evaluation. 
"uQii [evaluation, and when we do 
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We do not do 



evaluate, wS don't dp much with It when we are 
through, Npw other people see this, I think this 
problem would lessen somewhat If we did follow a 
.hard line in evaiuatlna faculties. In light of what it Is ' 
the ^nlversity Is trying to do, and If we did make ' 
decisions relative to whether or not th^ contribution 
was^ significant.* ' ' * . 

/The truth of thematter Is thatthisjs controversial, 
because some have sutigested that something like 
15 percent of the faculty carry the school, although 
I ttjink tnat vyoutd be extremCvNow maybe we have 
had bad experiences. AN I am really saying is we are 
Veally intl^rested now because we are faced with tlie 
problem of whether we are gojng to let these peoplfe 
iaor not. Are welthen also going to tak^ the next 
step, which Is tolapjDly the same kind of rigorous*' 
standards 9f inspection to the existing communit^^? 
What do you Intend to apply to them? I have not 
heard anybody ^dvocate that at this point, and I 
would-like to hear somexCommedt about It. Why, all 
of a suddc^n. ar^we goirt'g to get rigorous with the 
community faculty, whom we need desperately,- 
when we have let people sit around for,years al.the 
university and have taken very little action. If 
somebody wants to speak to that, I would love Jo 
hear them. 

Mr. Wilson: Who would Ifke to respond to that ^ 
challenge? \ 
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Dr. Swan^on: Gary, Tthink one of the things you 
have to consider Is the possibility that those people 
whom you are now talking about bringing into/the 
academic community alight well, twenty years /rom 
now, be described just as you are«d0scribind the 
people who were broughr'in 1?0 years ago. / 

, Mr Dunn: We have to take the risk, though. 

*^r. SwansQn: Well, maybe we need to look at the 
whole issue of how to get universities intc com- 
munities.. What I think l^m hearing is that what we ' 
ought to do is just to continue to do busines^ in the 
^ same way we have in the past, and that is, we ^o out 
and identify people, we make a bigger university 
witfr larger geographical boundaries,' but we play' 
by the same rules. And those rules have always^ 
frozen U3, have tended to prpduce rigidfty witWn 
the university system. I think if the universfti ' 
sTeaiiy do .expect, in the future, to do a fair amount 
V tfrair educational activities out in commUniti)^, th/y ^ 
hav^H<^xpect that th^ needs will change from tirfie 
to tlme^^ that whereas today it is primary care 
and pducaWon in the community for primary ca're, 
1S years fronVnow it might not be^ i 

Maybe vye need to iogk at sfome* sort^ of govern- 
ance contractual system, alluding back to whBt4 
^ a few momfents ago; which will keep us flexible 
anid which will allovv people who can provide 
educational sei^vices, for a transient period, to be 
very valuable and to be rewarded appropriately and 
then, as those needs diminish, 'somebody else is 
omg to come along and prd^ide the services we ^ 
will need then. In fact, this wojuld be a good mOdei 
for the entire university and would get us^oUlVof ' 
^ sqme of the problems we have in^Taw, in the\octe< 
sciences from the standpoint of interacting w(th 
community agencies, I believfe. } 

Mr Wilson: I think you just touched on the issue. 
•We have. It seems to me, a*terrible corruption of 
tenure-, which was presumed to protect the freedom 
of ideas and speech. It has now become tf^ quasi- 
civil service guaranteed job, and if W could get 
over that hurdle, then we could change some of 
these circumstances. I think that is at the h^art of 
' the matter? 

Dr Swansoni' It is the heart of the matter, and of 
course, I think one of the reasons it has become 
such an acute matter now is that whereas previous- 
ly the rate of change, the rpte of demand for 
change, was approximately the same, and it 
provided a periodicity which was approximately 
that of the normal lifetime of an individual on a 
faculty, it Is now getting down to a quarter of a 
lifetime, and therefore faculties and universities are 
finding themselves having to respond to things on a 
periodicity which Is so short that the faculty they 
bring on board and provide with the- normal. 




traditional perquisites arS^no longer useful when 
the need for the next ^ange comes. And Pthink 
this is one of the reasbns why serious examination 
is being given to the wHole issue of tenure in many, 
many universities at,the present tirne. 

Dr Siieps: I think this qi^estion, the issue that Dr. 
.Swanson has been referring ta, can betlescribed in 
several ways. One of them is, of course, the whole 
question of standards and performance at high 
s^ancfejxls. And in the tenure situation, it is not 
unco^^ have people who have met standards 

earHer time who no longer continue to meet 
^ mem, but we are stuc^k with them. This is exactly 
ythe attitude— we are stuck with them. Nothing gets 
done about.jt, and I 'do not think ft is possible to do 
anything about it until, we make the kind of chjange 
thatlVlr. Wilson has recommended. But I think when 
y if comes to the AMEC activity, the problem again is 
that we do not know as much as we would like to 
krfow about how to evaluate the teaching capacity 
and .clinical^performance We think-^we know 
'more:p^'^m chores ing my words carefully— we think 
^w^'know more about how lo " evaluate research 
produptivity, although 1 have seen people evaluate 

- it just by running their eyes quickly down a list of 
publications without even, bothering to read their 
titles, let alone read the papers. Nevertheiess^^^ive" 
make the issumptton that we know how to evaluate 

- that. V\^^oHTOl imOw as mubh about evaluatii^ 
cJinieaTperformance and teaohing capacity. And 

- this is what part of the^sue is. We simply have to 
move on this and then s^ry to our colleagues in th\ 

■ heart of the ivy covered campus that AHEG faculty 
in. their way^re just as good as others, ^nd 
therefore they make it. , * ^ 

Now, there is one special circumstance regarding 
AHEC that t think we ought to recognize. By and" 
large, when a university or any part of the 
u^i^rsity, , really, when a medical school or a 
schSbl of nursing, or a school of dentistry wants a 
faculty member, they recruit nationally. Thfs is a 
question of migration; they wiiMaket^e best people 
they can get. /\nd the better schools always takea- 
national view. When yOu are dealing' wmv AHTC 

. you are starting w^th the professional people Who 
are there, and you wa?it to use them, and you ought 
to use them and g(et them involved. Therefore, I 
think it is important to recognize that one does not 
always have the full range of choice, even if we 
knew reliably hpw to evaluate capacity, and some 
of iis do it intuitively and we think that most of the 
time we are right. But even If we knew how to do it, 
the s^e of the pool is very much smaller, because if 
you are working in Charlotte, you arev working in 
Charlotte; if yoU^are working in Asheville, you are 
limited to the people there, not for the -full time 
people so much, because there we have found, for 



exjampl^. that sometimes we have been able to get 
tha right person who is there, and sometimes we 
have recruited him. I Ivould like to see progress, but 
I think we need to recognize the realJty on this 
particular aspect. It does present a problem on 
occasion, and yet we have to do something. 

Dr. Swanson: May I make just one comment? L 
agree that the pool fot^an AhlEC is smaller than the 
national pool, but it seems to me that even within 
th4 popi that an AHEC's territory encompasses. 

sre will be a variety of abilities, a variety q| 
jegrees of willihgness to become engaged with an 
' AHEC, and it Is up to the AHEC, then, to figure out 
ways of selecting individuals, much the sarfiie as 
when we do it at the nationaljevei, and to make sure 
that you select the individuals who are of the qualit> 
that you need. . 

Dr. Lawrence H. Miike, Washington, D.Cy^hls Is 
fast becoming a discussion, on AAMC^ssues. I 
would like to get away from somelaeulty discus- 
*slo/i issuefS and change the subjp<it fpom faciHty . 
tenure types of i^srues. My mj^tion is directed 
mainly at Dr. Andrews. You bmugh^ up the issue of 
legal authorities and teci>ff1c]ai autHorities, and Dr. 
Sheps had mentioned^^t most of the changes that 
come in • acaderrvk^ institutions come from the 
outside. Dr. Andrews, in the context of the 
physician assistant regulations, would you say . 
these have constricted the scope of the kinds of 
health* care models, health care teams, health eare 
delivery types of situations that are possible now in 
West Virginia? What role should the academic 
institutions play when outside forces try to restrict 
the Innovations that are going on in education 
today? 

Dr. Andrews: You are askipg me the general 
question, how active, politically, i^university should 
be? I think the members of a uniyWsity community 
can be very active as individuals. D\it I am not sure 
that a university, as an institution, at least a state 
land grant institution, is very effective for this kind 
of change. I think we do better as individuals. 
Knowing the right legislator to talk to. the member 
of the state licensure board who is involved, and 
then trying through our expertise in the situation to 
change it. Unfortunately, these decisions are not 
usually made on the basis of the best knowledge.. 
They are political issues that are in response to a 
pressure group or 'what the people perceive that 
they need. 

MrT Wilson: Dr. Andrews, let me recast Dr. Miike's 
questipn the other way around. We have not had 
problems from the universities in the past in saying 
vyhat-was good in primary' education, as a matter of 
pub'Uo policy. Is there no rble for the university to 
declare itself on public policy issues on health 
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personnel, as an institution rather than as an 
individual? 

Dr. Andrews: Well, itjg^ts at somethihg which I 
think Cecil mentioned^^earlier today, what is the 
truth? Today's trutn won't be tomorrow's truth in 
the matter, and assuredly J think you can take the 
best stance today, and make your point, but you 
have to reaji^ that t[\ere will be other opinions on 
the same/object, tomorrow, which m&y be right. 

Mr/Wilson: But we do assert that fluoridation is 
good. Some people dispute that. But we have made 
HJblrc policies and institutions jiave taken a stand 
on other kinds of issues that we are comfortable 
with. Is'it not now time for us to enter the political 
arena on public policy questions of health person- 
nel? 

Dr. Andrews: Oh.*l think we are in it— probably 
more than we would like to be. 

.Mr. Dunn: Well, you know. I think that if you 
followed your line of thinking to its logical 
conclusion, you would nevef take a stand on 
anything. It seems to me the university has a vested 
% interest and should go to the source wherq it can be 
serviced. I do not understand why universities 
shoqld npt take hard line positions when it affects 
the very integrity of what they are all about. They 
just had a recent experience, as an example, in the 
stme of Washjngton, where they fired 4,000 school 
teachers, closed 26 elementary schools, etc. And 
o«e of the reasons, I think, th'&t they were .able to 
get away with it. was that the superintendent of the 
schools and his staff felt as though it wasn't within 
their purview |o lobby and put pressure on the state 
legislature, or any other kind of pressure group, to 
give them the resources they needed to do the Job, I , 
think as priorities become more valuable to us. as 
we deplete our resource and we have' to make 
^ selections, the university Is going to have to^et 
" very aggres§lve. Tdo not agree with going and 
seeing people in a <^ulet manner and trying to exert 
some pressurJB.Jhe university should speak for the 
things that It feels strongly about. Even If It Is wrong 
It'ls better than not doing anything. 

Mr. IV/teon':' Did j^ou.wanj;4o say something. Dr.^ 
Sheps? ' ' H ^ 

* i 

Or. Sheps: Well, I have lots to*say about it. but I 
do not want to domlnate^e discussion. We have a 
marvelous example of this in North CargUna and It 
Is true In other states, too. In the area of dentistry, 
where the dental examining iJoards are, In fact, 
setting up barrters to prevent the dental schools 
from doing what they know they^ought to be doing, 
and so far, the discussion has-been vdry quiet and 
60 % 
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behind closed doors, amongat friencb and col- 
leagues. My view is that*it will never be solved until 

the public understands it. 
•< 

Emmett R Costich, Kentucky: I think Dr. An- 
drews mentioned that many of the schools repn^ 
^ sented here are land grant schools. Looking at what 
they have done over a period of years through their 
couni3( extension agents, home demonstration 
♦woji'kers, ahd such, the colleges of agriculture and 
home ecoaoxnics are a political action group which 
/ works throughout the state, with a widespread base 
for operation. I think the models they have used 
over the years are ones that we could look at as we 
try to do our work. I think they have also adapted to 
changes as they have gone along; from looking 
after the smaM man they have gone into looking 
after agri-business, where the big money is, and 
where they can pull funds backm^-Just as you can 
attack a 'drug company, you tJan ^o after a feed 
company and bring suiSport into your organization. 
J think fheir approach/to appointment of people to 
their faculties— one Of using the adjunct series for 
people who get paid, and using the title of clinical 
for those who do not get paid, and using Dr. 
, Swanson's approach of really looking after what it 
is that you want to do, and then contracting for that 
service, to get to mixing a'variety of these things, 
will work for solutions in the regional area. 

We have divided our states, .and we have divided 
the nation, orl a regional basis, and I think that 
within e&ch of'the institutiorls that is involved in the 
AHEC concept, each has their own regionaf 
problems to face up to. However, I tJnink the 
ajp<iculture model is a pretty good one. It has also 
been flexible in that as the agriculture population of 
the country decreased, and they had to look for a 
^I5?se for Influence, they began to look at the quality 
of life in the rural areas. Legislation brought money 
to improve the .quality of life, which brought them 
into the area of the health fields and into waste 
disposal, sewerage and water supply? etc. So that in 
this region there are good contacts which can be' 
made' that can be very helpfuLin the supportive 
programs that you want to do. i 
* Touching on an issue in dental education, I think 
some schools have taken a stand fcn things. One 
school I am familiar with took on a program which 
encroached on some things which ^entists have* 
considered sacred unto themselves. Pressure w^s 
brought tp try to close the thing down with 
subpoenas, injunctions, etc. But it stopped when 
the university took a very strong stand and said,^ 
"You try to push us around and we will push back." 
And, at the present time, ther^is a st^doff and the * 
program continues. ^ ^ 

I think all of the things we have touched on have 
been solved in a variety of ways in a .number of 



different places.- 1 think this kind of forum gives a 
chance for every body to get at them. Dr. Andrews' 
people in West Virginia set some great models for 
us in Kentucky, as we have begun to go'ahead with 
our' things, and we looked pretty hard ^all the 
things they were doing, throuah co-op extension, 
the programs they put out ih the hollows with the 
medical, dental and nursing students, some of the 
reports that wefe done there, and they really 
stimulated us for sOme of the things we are doing. 
So, mayl:?e you can look at co-op extension. 

Mr Don Arnwine, West Virginia: I would appre- 
ciate some comments from the panelj, or ♦from 
anyone ^Ise here, as to the role that the affiliated 
hospitals should play in, the governance of" the 
AHECs, Mr. Lovelace made some comments about 
how they operated this in their particulefr AHEC, but 
there has been po-other mention of that role. I note 
that, if I interpreted the roster properly, that I am the \ 
only chief execu^ve officer of an affiliated hospitalX^ 
and it is kind ofslonely here. I would appreciate 
some comments as to what role, appropriate role in 
governance, the chief executive officers of the 
affiliated hospitals should play^ 

Mr. Wilson: Donjt is^not quite that lonely. There 
are several chief executive officers of our AHECs 
here, but they are not necessarily of Jthe hospital. 

Mr. Dewey Lovelace: I will ^ake a couple of 
comments, if I may. I think that as f^r as a 
community is concerned, it is essential, in my 
judgment, for the directors of the hospitals con- 
cerned to be very much Involved in the decision 
making of Area Health Education Centers in their 
communities. If they are not. the attempts to get 
new programs and the attempts to carry on other 
programs are going to be very difficult, because the 
cftiet administrators of the hospitals, in a rural area, . 
have a lot to say as it relates to the medical 
community and to the executive committee of 
medical staffs, etc.' Ahd tbese^Dhysicians, if you are 
speaking now strictly of medical education--of 
course, there are many other aspects of AHEC— 
will tend to locate in rural areas if hospital 
administrators, through AHEC, can develop the 
kind of environment that is»so necessary to really 
give good patient care. So, I think it is important . • 
also to remember that we have to work in all the 
areas, and try to upgrade and bring into the 
cdmmunity all levels ^f health care workers to 
support the physician in what he is trying to do. I do • 
think it is imperative that the chief administrative 
officers of the hospitals have a great deal in what 
goes on in communities. 

Mr. Daniel Smith, Washington, "iD.C: I would be 
interested to hear from anyone in thevcgj^or on the * 



61 

71 



panel the experience, positive or negative, tliey liaye 

• had with consumerism in th^ AHEC .program. And 
whenever you talk about the consumer, I would 
appreciate if you would explain what the consumer 
is, and how one views the consumer. 

Mr, Wilson: We are w^^iting for you to define what a 
consumer is. Dan. Who would like to talk about the 
role ot the consumer? 

^/ 

Dr. Andrews: Well, I think my original, first and 
only major argument with Mr. Smith has been on this 
very subject, when we were asked to set up an 
advisory board or an advisory council for AHEC. I do 
not believ^e in establishing boards unless they have a 
function, and a role in the thing, and I have still not 
heard DaVi or hi§ group define for me exactly what 
their role should be. We do have an advisory board, 
and there are consumers, I suppose, on the board. ' 
They represent some patients in the target I 
suppose. They have been patients in the area!^re 
of the board, I think, are providers in the area in the 
sense that they represent educational institutions or/ 
o^er health care institutions. We do have a section 
on consumer education, as part of our AHEC, and I 
think we g^t a great deal of feedback from the 
community as to how well we are doing in this 
regard. I am personally very concerned that we keep 
padding to these kinds of boards and to everything 
'that we do. If you think for a minute, in West Virgin ia 
we have about 100 consumers that meet every year 
to review our programs, called the legislature. In 
addition, we have a consumer board called the 
board of regents, of about nine people, that have 
plenty to say about it. In addition, each school and 
college has an advisory board of consumers and 
what not. We have a board of trustees of the hospital 
that we work with. .There is a school bpard in 
Charleston that regulates that. I personally feel that 
we have plenty of consumer input as to how we are 
doing iti our particular programs. 

Mr. Wilson: We have lots of advisory committees 
and exactly the same problems as Dr. Andrews. Mr. 
Smith, I understand there is a meeting starting 
tomorrow in Chicago that woura take the approach 
you suggest, that we have a consumer board with 
the money, leaving the responsibility on the aca- 
demic health science centers. It has a remarkable 
similarity to what I think Dr. Sheps said, very 
appropriately,- that if you haye clear accountability 
and you can measure the response by somd device, 
that to djjpgle a b^ of money befofe the academic 
health science centers, they will take that part which 
is convenient and comfortable and ignore that part 
which is difficult. We have not figured out a very 

* appropriate role in North Carolina for consumers or/ 
advisory groups. We have them. We are listening tc 



Ihem. I would prefer very much Mr. Lovelafce'l 
approach, where you are actively engaged with your 
community and you listeo. ' would suggest to Dr. 
Sheps that our university has courses in public 
speaking and all kinds of other ways to Write. We 
need a course in listening. We think that bur AHECs 
are coping a pretty good job Of listening to the people 
out there, and that th^y'Beat having another group 
that will qeet from time to time to g^t another 
agenda. 

Dr. Sheps: May I makeacommentabout this? Just 
a few days ago, I was thinking about this question of 
providers and consumers, in another context, and it 
Opcurred fo me that this is really not a useful 
fbrmulatiofi in health care. If you were talking about 
oil, \\ is very clear there are people who control and 
there are people who t)uy. The people who buy do 
not have much'cl^pice as to price, but at least they 
' h^ve some choice as to location. But the notion o1 
providers ^id consumeirs does not apply to hesllth 
care very much'. The consumer does not really have 
very^much- control or choice about very murch, 
except to the extent to which he is represented on 
the governing board of the institutions. You have 
very highly institutionalized structures, you certain- 
ly do not have a free market, and in mahy instances it 
is in fact the provider, not the consumer, who is 
deciding what the consumer is going to choose. The 
consumer dobs not make the choice. I am rapidly 
coming to the conclusion that I am not going to use 
those termafanymore. In addition to the fact that the 
word "cor/sumer" really does not apply in a 
simplistic standard way of economics in a capitalis- 
tic economy, I think that it additionally produces the 
kind of problem that Glenn Wilson has referred to, 
and thayis, who is the consumer? The experience we 
have had in the last 8 or 10 years has identified, in 
most mstances, the consumer with people from 
certain population groups who have been more 
QbviOusly disadvantaged and discriminated 
against— and tijat, of course, is appropriate. But it is 
not ihe entire story, and if we have a problem here, 
andf I think we have, tlie problem relates tq the public 
control of our existing institutions; I do not think that 
setting up other bodies is the long term solution to 
tWis problem, and it complicate it even more. At 
the sami^ time, look at the boards of community 
(lospitals. I have difficulty forgetting the remark that 
?ufus Rohm, that great leader in the hospital field, 
/who is still alive and vigorous at the age of 81, an 
original member of the staff of the Committee on th^ 
Cost ot Medical Care 43 years ago? made, thtit in, 
voluntary hospitals the trustees run the errands and 
the hospitals are run by the medical staff. Now 
maybe that is a bit strong, but the trustees that were 
there to give a stamp of approval, to raise some 
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tjioney, in the last 5 or 10 years, aa the problems 
became more severe, and as communities became 
jnore expressive, have begun'^to do more. I think that 
the word "consumer" has little meaning unless one 
is very clear about what it i?. In the long run. I think it 
mean# that certainly those who are the most 
disadvantaged ne6d to be sure that their views and" 
problems are understood, put th^ problem is one of 
apprbpriate responsiveness in every institution, and ^ 
setting up yet another body really does not go to the- 
heart of the matter. The heart of the matter is to go to 
eafth one of these institutions and make them 
maximally responsive. And, in fact, in many ways, 
the AHEC activities. I think, are doing that 

Dr. Theodore R Reiff, North Dakota I would like 
to reinforce Dr. Sheps' comments on consumerism. I 
always used to be a little bit amused when the 
capitalist or the market philosophy Was pushed on 
the physician, posting prices and such. Now, I have 
nothing against openness in fees. I think these 
things should be known. However, I imagined the 
day when the patient would come in and look at the 
list of prices, and the physician would be able to say. 
"Well, tQdpy—let's see— I have Grade A. Grade B. 
and Grade C care— ^nd there is a 'special* on B." Is 
this really what the so-called consumer wanfs, or 
does he expect the physician to give the optimal and 
the best care that he knows >iow to give, and expect 
no less? I expect that that is what he really wants. 
And, in fact, the optimal role would be to have the 
professional care at^ways delivered at the highest 
servicejary the individual profession, and he should 
refus^o do any less. Now, j am not saying that one 
does not have to set priorities in emergency 



situations, and ^uCh, but I think that it is about time 
that someone spoke up for optimal quality of care, 
by the individual professional, and not have him 
compromised on the basis of some of the cliches of 
the, market. 



?r William H. Wiese, New Mexico: I would like to 
respond to Mr. Smith's question and: Dr. Ships' 
response, I think the point Dr. Sheps made was 
Qxcellent, In ampnopolistic situation, which so often 
the university has the pleasure of finding itselfln, 
there must be some mechanism^for accountability to 
the consumer, whoever that may be. The difficulty is, 
of courGe. in finding someone who can represent the 
consumer. In trying to implement our AHEC, we 
have struggled with this, V^e have looked for 
mechanisms, advisory boards, none of which have 
been perfect, but several of which havjo been very 
useful. Our mechanisms do not include consumers 
in the sense of patients covered with bandages who 
generally are not in the best position to articulate the 
point of view of people needing health care, but 
there are surrogates, there are representatives, there 
ar6 mechanisms for developing this accountabifity/ 
and we feel and believe that this is an extremely 
impbrtant part of our AHEC. This dirnensiorr of 
participation must come in. The difficulty arj^s in 
trying to integrate this important dimensior>with the 
contract process through which we must^perate in 
developing the AHEC. There is mechanism for^ 
change in the AHEC— the contract. The mechanism 
is. however* very cumbersome, and I fully concur 
with Mr. Lovelace's comments that tfiere must be 
elbow room. 
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Introduction 



Dr. T.^. Zimmerman 

This panel focuses upon the "AHE(S and other 
institutions," particularly those other\nstitutions' 
who participate Jn the education of physicians, 
nurses, ^h^spectrum of allied health professionals, 
and other^ Health professionals are multi- 
institutional products; no single institution can 
independently provide the rangeof experiencesand 
resources required to produce qualified praptition- 
:ers. If we agree that the future of health care delivery 
rests in the abilities of real persons, with complimen- 
tat^ skills, to interact through a complex variety of 
socio-economic and socio-technical teams, we 
must assume that the future of health educatiorr is 
dependent upon the ability of artificial persons— 
e.g., educational and clinical institutions— to share 
complimentary resources and responsibilities 
through a complex variety of stable, inter- 
institutional networks. The AHEC initiative is 
explicit in addressing the necessity of inter- 
institutional systems. A review of public policies and 
interests indicates that it is to their enlightened self- 
interests that institutions seek avenues for collabo- 
ration, particularly in the production of health 
manpower. 



In Illinois, we use the term "Area Health Education 
System" rather than "Center" to emphasize the 
cooperative nature 6f the contract. Ogr target group 
is four district Illinois areas brings the University in 
contact with 48 hospitals and 53 academic institu- 
tions. Annually, health education is provided 
through the University and other institutions to 
4,952 allied health, 5,618 nursing, 1 ,036 undergradu- 
ate medical, and 155 family practice residents. In 
Illinois, as in other settings, the "numbers" speak-to 
the potential for interlocking institutions and 
mobilizing resources in common directions. At the 
same time, the pumber of institutions involved 
presents obvious problems. The development of a 
successful inter-institutional system demands a 
willingness on the part of each institutioji to commit 
itself to and identify with transitional roles,- missions, 
and functions. The institjjtional "ego" is every bit as 
real as the individual ego. Institutions, with their 
artificial personalities, find It Just as difficult to 
cooperate. and collaborate aa do people with real 
personalities. 

The AHEC brings an added dimension to the 
problem of inter-institutional cooperation. It is in the 
initiative of the University gnd, in working with 
community institutions, one often encounters some 
apprehension and distrust of the University's 
le'adership role. In Illinois, we talk about the "orange 
truck syndrome"~-on some dark night a semi-traMer 
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painted with the University's colors of orange and 
blue will back up to the community institution, pack 
up all of its^'programs, and take them away to some 
University "center." This apprehension is not totally 
neurotic or unfounded. The behavior of universities 
to community instituti6ns in the past has given 
cause for some apprehension,- and the burden of 
proof in assuring the motives of the University In 
fulfilling its AHEC mission clearly rests with the 
University itself. AHEC contracts are rooted in the 
University, its medical' centers, and its medical 
schools. It is important to remejnber, however, that 
the AHEC is an attempt to expand the Jiealth 
professions in cooperation with multiple and diverse 
community institutions. 

Our interest, in this panel and throughout this 
conference, has peen to consider some specific 
issues and dimensions of the AHEC and attempt to 
extract some alternatives and solutions. The panpl 
participants— Dr. Bryant Gafusha^r. James McGill, 
'and Dr. Karl Jacobs— will consider issues in inter- 
institutional efforts from the varying perspectives of/ 
the community, Hospital, the State regulatory 
agencies, and the comprehensive community col- 
lege. Each has been encouraged to be candid in 
discussing issues and problems as they see them. It 
is extremely important in developing inter- 
institutional efforts to confront and openly discuss 
problems as they occur. Through this panel, we 
^hope to provide a discussion of the inter-' 
institutioYiallmpagts and dimensions of the AHEC 
.initiative which wfti be constructive and instructive 
for all involved. 

p * 
Panel Presentation #1 * 

Dr. Bryant Galusha 

^Ay task today is threefold. First, to describe and give 
you an overview of the AHEC based irf Charlotte, 
''North Carolina. Secondly, to run thrbugh the 
organizational table of our AHEC, and thirdly, to 
give specific examples of inter-instttutiondl and 
health agency linkages that-we have established as , 
goal attaining structures. 

The hub of the Charlotte AHEC is th0 Charlotte' 
Memorial Hospital, an 830 bed, acute care, general 
hospital. It is not only an excellent medical care 
ycenter; it is a center of medical education, two days 
ag^^^^en I left to come to this conference, there 
vere 14 North Carolina junior and senior medical 
ludents recei\^g a significant portion of their 
clinical training in this hospitaj. The institution runs 
a variety of health manpower training progr3m^'^for 
nurses, nurse anesthetists, radiologic fechnologists, 
laboratory ^echnolcpgi^ts, hospital administrators, 
etc.\ ^ 



As an AHEC center we are responsible to and 
work in concert with the University of North Carolina 
Health Science Center. In accetpting the title and the 
privileges of being an AHEC hospital, we have 
accepted the responsibility of health manpower 
education for our designated area, which Is a nine 
county area, seven in North Carolina and two in 
South Carolina. We have ofossed State lines and it is 
working welj,. . 

In our region we have health manpower problems, 
not only in sheer quantity, but in distribution as-well. 
To illustrate this best, Charlotte is in Mecklenburg 
County which has one physician per 790 people, not 
bad by the national average. However, also in our 
designated area are Qaston County, with one 
physician per 1 ,700 people, Lincoln CountyAA^Ith one 
physician per 2,200 people, Union County with one 
physician per 2,700 people, and Anson County with 
one physician per 4,000 people. Similarly, with 
'dentists, in Mecklenburg^County we are about at the 
national average, but haveonlypne dentist per 3,400 
people in Lincoln County, one dentist per 4,800 in 
Union County, and one dentist per 8,000 in Ansqn 
County. In fact, there are only three dentists in the 
whole of Anson County, which has a population of 
close to 25,000 people. So, we have health manpow- 
er problems, and as you have heard many, many 
times, the function of our AHEC rs to improve the 
quantity, the quality, the distribution, the efficiency 
and effectiveness of all health manpower in our 
region. 

. Now, let me turn to the organizational strucfture.of 
our programs, shown in Figure 1 . The top left af this 
figure shows what we cair central AHEC: the 
University of North Carolina Schools of Medicine,' 
Public Health, Pharmacy, Nursing, Dentistry, and 
the Division of Allied Health. This is our resource 
and we use it, and I think we use it effectively. For 
those of you organizationally minded, each of our 
North Carolina AHECs has a" director in the ' 
community. and a liaison officer at the University. I, 
as Director oi the Charlotte AHEC, can ^plug in 
directlySjyith the total University Health Science, 
Center through our liaison. Figure 1 also depicts our 
human resources Who are either partly^r fully paid 
thros^ajv^EC funds, State or Federal or local. The 
exception^to this is our visiting medidgl staff. The ^ 
visiting medical staff are quite important to the 
success of the educational programs at the Char- 
lotte Memorial Hospital. They, .are a cadre of 2/5 
dedicated physician's, willing to give of their time 
and talents ^without financial remuneration. How- 
ever, they do ffet another kind of remuneration: ttieir 
reward 1s their own contmuing medical education 
through their active participation in 'graduate or 
undergraduate medical education. They^also take 
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Figure 1: Organizational Structure of the Nortli Caroling AHUC Program 
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pride in knowing thfey are helping their community, 
i their State, and their future colleagues. . 

I, as CharJott^HEC Director, have an AssjDciate 
Director, two Educational Coordinators in Nursing, 
i ^n Educational Research Assistant, one Coordina- 
tor for Allied Health, and a small secretarial staff; we 
have Jwo full time faculty members in Pediatrics, 
Medicine, Family Practice, and Obstetrics- 
Gynecology. V\(e have- one faculty mismber in 
Surgery, and one-half in Dentistry. Putting -this 
together, the University Health Science Cfenter, our 
human resources in Charlotte and the resources of 
our nine counties form a partnership. Dr. Sheps 
dwelled on the problem of having junior partners, 
senior partners, or third partners. Our arrangement 
is an equal partnership. The University is essential 
and. in fact, we think it isjustasgood as we are! That 
is the kind of partnership we have. This partnership 



is helping our State tram medical students. It is 
hfelping our State to transcend the problems of 
limited clinical and human resources by enlarging 
and enhancir^ the enrollment.of medical students * 
and other health personnel^. 

Figure 1 also shows something that has bepn 
touched on by Dr. Gordon and others, the counties 
we serve. Our main challenge, now, is to make 
certain that we make these communities attractive 
enough to recruit and retain health manpower. This 
idea has beeh well accepted in our area since not/ 
one of these counties has not, gone the route of a 
pocketful of money and a professional head hunter" 
in trying to get a doctor. Although our communities 
know that education is not the entire ans^eMh^ , 
recognize they must try to eliminate profess^orral 
isolation. I can say with 'reasonable confidence that 
medical students and people who finish our residen- ^ 
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cies are not going to places where there is 
professional isolationism. I won't advise they go and 
I don't care what kind of carrot you put out there, 
(hey shouldn't be sent. That is unless the carrot is 

rgood facilities and support personnel where physi- 
cians can practice up to their^earned skills. The 
carrot must also.include close ties with an educa- 
tional center like AHEC. Now we don't have any 
money In AHEC to build country clubs and 
swimming pools, but we can start by making the 
resources available to attract health manpower. 

That is not a bad place to start because after you get 
good educational opportunities for health personnel 
It is amazing what comes after it. "RTte is our goal and 
this is where we are putting the efinfphasis. ' 

Now, I was asked to give examples of linkages, 
and you will see ntvany of these linkages are aimed at 
making these communities more attractive. Let me 
try to demonstrate some of the actual linkages by 
using Figure 2. At tKe top of ttlis figure Is the North 
CaVolina AHEC system, basically, the University 

.Health Science Center. Nevertheless, there is a4e,am 



spirit. in North Carolina and' I prefer to refer to the 
whole AHEC system, hot just the Health Science 
Center at the University. My staff has been in other 
AHEC areas and I ha^ borrowed people from the 
other AHECs in NortnUarolina to help me in my 
programs. So, the top block of this figure Is truly the 
resource of the North Carolina AHEC system. The 
educational institutions segment includes technical 
institutes, community colleges, and private col- 
leges. Governmental agencies include county and 
local officials as well as public health agencies in our 
AHEC area. The private sectbr involves private 
doctors, private nurses, private organizations, 
community agencies, voluntary health associations, ' 
nursing homes, and other hospitals. 

Now let's consider some linkages. Figure 3 shows 
a simple' linkage from Winthrop College to the 
Charlotte AHEC and the Charlotte Memorial Hospi- 
tal. After a formal study indicated that we needed 
more registered dieticians in our AHEC area, the 
faculty in^^e food and nutrition area of the 
Department . of Home Economics at, Winthrop 




Figure 2: Model of Potential Linkages Within the Charlotte AHEC 
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Figure 's: Undergraduate Program In Dietetics 





College, a South Carolina college across the state 
Jjj5>€**^^h put in contact with the Department of 
^Dietetics at the Charlotte Memorial Hospital and 
jointly they designed plans and structured a 
program that was approved by the American 
Dietetics Association leading to a baccalaureate 
degree in food and nutrition. This has worked 
amazingly well and we made this program fit the 
needs in our area. For example, we incorporated the 
dietetic internship into this program. We did not 
want the' pobple finishing this program to go off and 
take a fre0 gtandrng dietetics internship in Chicago. 
They might not come home. So we incorpdrated it 
into the program, saving a year for the student while 
allowing them to finish their education in our area. 
We also introduced the students relatively early to 
clinical dietetics. We thought this would make it 
more fun and encourage more depth of learning. 
They could take the principles and theoriesif rom the 
classroom early and consider them in the clinical 
setting. It has worked well. This is an example of a 
simple linkage, simple in that only twpi institutions 
are involved. Nevertheless, although it looks simple 
it was difficult to accomplish. Four of our dietetics 
staff at ^Charlotte Memorial H<*5^ital now have 
adjunct professorships at Winthrop Gtollege through 
this program. ^ ^ \ 

There are other linkages in short re*yT^ clinical 
experiences. Figure 4 demonstrates linkagfes thft 
developed when a small hospital in rural Anson 
County asked us to help expand and increase the 
efficiency of their laboratory staff. This program was 
organized through the allied health coordinator on 
the Charlotte AHEC staff. We got Charlotte Memori- 
al's laboratory personnel to Anson County within 3 
weeks, helped the community staff set up objectives, 
and in 2 months had the Anson County lab 
personnel rotating through microbiology, blood 
banking and special hematology at the AHEC 
hospital. To monitor this program in a continuing 
manner a team of private^ pathologists from Char- 



lotte goes td Anson County ^t two week-inrSrvals 
and evaluates the performance^^ot^tfi® community 
personnel while continually upfaating tQeir^continu- 
ing education. We also have these people coming 
back at periodic intervals/This is the. form of one 
linkajge with one of our/ospitals in allied healfh. 

.Figure 5 is an examme of another linkage that is 
most meaningful toAJS. It represents short term 
clinical programs in nursing. Here we have re- 
spcfnded to the recfuest of all of our area hospitals. 
Selected nuripa/are" taken in to Charlotte for 
specialized traimng in special fields, for example, 
coronary careysurge'py;«and intensive care. In Anson 
County, theyywere adding an obstetr^js suite with a 
small intensive care neonatal unit. One individual 
came to Charlotte Memorial Hospital, spent a week 
in our Obstetrics intensive eare unit and returned to 
Anson County. The hospital in Cleveland County, 55 
miles away, was opening a surgical intensive care 
unit. The desigrlated head nurse spen^a week at the 

Figure 4: Short Term Clinrcal Experience In 
^Allied Health (ex. Laboratory Personnel) 
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Figure 5: Shorljerm Clinical Experiences in Nursing 




^ ex. Obstetrics 

Intensive 

' ^^^^ 

Charlotte Memorial Hospital going through staffing 
procedures^ and policies. She returned and then 

, came^back with her entire team of three physicians 
and four nurses. Within qbr own county, one of our 
acute care, hospitals started in th,e prosthetic 
business, total knees and . total hips. Their nurses 
had rotations in specialized orthopedics. These are 
simple linkages, but^gaih, most significant. Another 
example was a hos piTal not too far from us vyfiere we 
were^elping them-^et up a pediatrib anitft>y the first 
time. They were up to operate a spe^iific respirator 

. Jhat takes a tot of talent to rup. f or this they wiJI have 
a cli/ftcar'jrjstructor from the Charlotte Memoriaj 
Hospital xi§ar them for^3 days. Let me point out that 
this irtstructbr gets no AKEC salary .In ia6\ the total 
s^aff of the Charlotte Memorial HospitaTaire^poked 
upoii as teachers by our administration. Inoirh-area 
jHere is .considerable cooperative spiri^t in-AHEC. 

On o{ie o6<^sion, as shown in Figure 6, iwere 
asked to help^ith the development of vc^lunteer 
programs at the Union Memorial Hospital. This was 
an unexpected request, but our AMEC aINed-health 
cpordmatori^ickaijjp on it since AHEC is for all 
health 'personnel. In addition to drawing on th^e 
resources of the Cf;larlotte Memorial Hospital she 
used44ie Elliott Whrte Springs Hospital in Lancaster, 
SoJth Carolina and two other hospitals in Charlotte. 
So through AHEC Uj;iion County • received the 
resources of four hospitals. One, Mercy Hospital, 
happened tp have a siiperb gift shop. They gave a 
^workshop specificallyjon establishing gift shops, 
staffing, purchasing, ""financing, ^operating. . Elliott 
White Springs Hospital had a reputation for having 

^one of the finest escort services. Specific seminars 



ex. Surgical ex: Prosthetics ex. Pediatrics 
' Intensive unit 

Care , 

were held on that subject. Charlotte Memorial * 
Hospital and Frestyterian Hospital- combined on \ 
training the Candy Stripers, As a result, this small 
hospital in a rural North Carolip^ county now has 
one of the best volunteer services of any hospital in ^ 
North Carolina.^* In 'fact, we have now used this- 
hospital as a resourije when a similar request for 
help in vofijnteer services came to us from another 
rural cojjnty. . 

The linkages established for continuing medical 
education are extremely complex. We get immense 
help from the University of North Carolina School of 
. Medicine. Here we also have tremendous support 
from the visiting medical staff ^ of the Charlotte 
Memorial Hospital and from some of our ^EC 

Figure 6: Volunteer Program Devei6p(ment 
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hospitals. Our full jime AHEC faculty in Charlotf 
have helped all ot our counties develop an prganized^ 
continuing medical education program for physi- 
cians. Charlotte AHEC supports this with human 
resources and financial resources, and we provide 
25 percent of the program^ right from the Charlotte 
Memorial base with our full time faculty. 
Let me give you a few other examples: 

1. Refresher courses for inactive nurses have 
represented complex^linkages, including the 
University of North^'Carolina at Charlotte, a 

' community college, the Health Science Center 
. at Chapel Hill, and five community hospitals. 

2. *Before AHEC, the Mecklenburg County Heart 

Association offered continuing education for 
Chartotte nurses onty. With AHEC support we 
have participation with alhcounties, using>the 
three major hospitals in Charlotte. We have 
nur's^ coronary care specialists^ to these 
hospitals ^pjfersonally to evalu^e the students 
after they Ijiave f inished^^rtese courses. ' 

3. At one point we .decided to get into the 
y problem ,of child abuse and neglect. This 

involved a very complex planning linkage of . 
multiple institutions, gavernmental agencies, 
community colleges, private community facili- 
ties,^ the.U.N.C. Health Science Center (espe- 
cially the Department of Pediatrica),, and the 
Institute of Government in Chapel Hill. 

In closing, let me illustrate how a cooperative 
arrangement between an AHEC and a community 
can have tangible manpower outputs by describing 
our experience with a county th£^t has been 

' proclaimed underserved by the Secretary of HEW 
and which qualifies for National Health Service 
Corps people. ^ 

Several years»ago, the medical community of 
Union County felt that unless fthe facilities and 
professional environment of thexIciiTim unity were 
improved, needed health persormeTSvould not 
choose to practice in the area. As I mentioned 
earlier, the initial request to the Charlotte AHEC 

,came from the hospital to help with their volunteer 
staff. From this relationship we were asked to help in 
procuring an In-Service Director of Education, wKo 
has since worked with us in developing a program to 
train hospital pqrsonpel for a new respiratory 
therapy, unit, a 24 hour 7 da^^ a week emergency « 
room service, and continuing education programs in 
social service, laboratory procedures, anesthetics, 
pharmacy, radiology, nutrition, intensive pediatric 

p care, geriatric nursing, and dental hygiene. Current- 
ly, several members of the hospital staff are meeting 
with an epidemiologist in Charlotte to develop a new 
infection control program. ^ 



Up until a few months Igo /tpre was ntf way for 
physicians in Union CoJqj/ A take care of \\\% 
ordinary heart attack, except for periodic monitor- 
ing.* In the past it was safer to transfer those patients 
who were well enough to Charlotte. At the rgfluest of 
tfeje hospital; our chief of cardiology helped 4hem to 
design«a coronary care unit and provided special 
training to two of their physicians and three of their 
nurses. Simple cardiac mortitoring problems are no 
longer referred to Charlotte fromUnion County. We 
now receive only those patients with^complicated 
problems or with electrocardiographic evidence 
that they may need a pacemaker. 

The medical society of Union County desired a 
continuing education program for physicians. As I 
mentioned, we have assisted them by providing 
some resources.^ Recently this group has requested 
and received presentations and discussions on renal 
dPalysis and renal transplant,^ fetal monitoring. 
cardiol©fy, pulmonafV embolism, ante-natal x^are. 
hypertension, and -kdolescent gynecology. The 
monthly sessions are attended hot o'niy by the- 
physicians of the area, but also by the paramedical 
staff of the hospital and the Health Department. 
. The Health Department of Union County was 
expanding and called upqn us for technical assist^/ 
ance in developing a programTFlMdershTp skiWs^ 
and staff relationships. AHEC has also been asked to 
provide the Health Department nurses with continu- 

Dr. Bryant Galusha describes program linkages between the 
Charlotte AHEC and other institutions. ^ 




ERIC 



70 



8 



ing education. We recently provldedi the Health 
Department with a link with experts at the School of 
Public Health at the University of IHprth Carolina amd 
at North Carolina State University who afe develop- 
ing a progra/n for sanitarians which will be relevant 
and specific to the soil and hydrology in the Union 
County area. Incidentally, the director of the^Health 
D^par^ment maintains that AHEC has also ifacilitat- 
ed a 6a©perative working relationship between tiis 
-Departmenit, the hospital ahd the greater medical 
eommiinity which has be^ a key .to the success of 
weekly clijiics .in prenatal care, family planning, 
cancefi and venereal disease. 
^ , A year jigo there was na pediatrician in Union 
'County. We encouraged ane 9f*our former pediatric 
residents to participate m ^h6 pediatric welljpaby^ 
clinic of th^ Health Department. This physician liked 
the>setup so much that he established a private 
practice in the community. Before he established his 
practice, he admitted that he had some concern 
about being professionally isolated. His experience 
with the expanding facilities of the hospital, Jhe 
active continuing education program of the medical 
society, access to the services of Charlotte Memorial 
Hospital., and the availability, through AHEC, of 
monthly consultations at the U.N.C. School of 
Medicine, alliBviated these fearg. Since the arrival of 
\jr\e pediatrician in Union County several nurses 
from the community hospital have received training 
in pediatric care at the AHEC. The pediatrician is 
drscussing starlflhg a pediatric screening clinic in 
co'oper^tion with the Health Department, has acted 
as a preceptor fpr a nurse practitioner, and^as 
•convinced another pediatrician to join him in his 
practice. ^ 

Similarly, the county had no pathologist or 
pJriysical therapist a year ago^. One of our pathology 
fe.sidents.who finished training last year went and 
established his practice. Union Hospital now has a 
tfistologist, cytologist, and a laboratory linkage with 
(the Charlotte Memorial Hospital. Next, we helped 
the.hospita^l contact an expert at the University 
Health Science Center, who came down to Union . 
County to discuss the feasibility of a physical 
therapy program. 'They now "have a part ^yme 
physical therapist. 

The county ' has jserious dental problems. Dental 
students from Chapel Hill, as a part, of thei/- 
education, now have off-campus rotations through 
the Charlotte AHEC in a screening clinic for some of 
the elderly in a county nursing home, many of whom 
are now getting remedial dental Gate. 

I want to make it clear that the AHEC system did 
not do anything fo Uhion County. The initiative for 
all of th€f§e developments has come from a variety of 
institutions and a number of dedicated individuals in 
Union County. It is an example of what cari be dorie 
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by people who wantlo help themselves through the 
AHEC system. The accomplishments of the medical 
community of Union County add credence to the 
AHEC concept. This is why we are ehcou!raged and 
enthusiastic and think that there is a real future in 
AHEC. 

Panel Presentation #2 

Dr. James McGili 

Introduction ' 

, I Suffer*, not unhappijy I add, a type of "loneliness" 
referred to earlier todays being a State-level 
bureaucrat^a term I consider descriptive, not 

' pejorative— amongst scores of "implementors." I am 
very pleased to have the opportunity to interact with 
the line people in one of the more important and 
imaginative developments in educational ctelivery 
this country has seen. 
In "an effort to identify institutional setting and 

* provide a {perspective fo> my comments, I will 
indulge in a brief overview of higher education 
governance. I will then describe some current health 
manibower planning is'sues in Illinois which have 
some general relevance and suggest |he potential, 
the problems, and the prognosis for addressing 
effecitvely these issues by decentralized, re^'gional- 
ized health manpower; education. Tp conclude, I wiU 
p/esent one man's opinion of the Illinois AHEC 
effort. 

Higher^Education Governance - . 

We have heard this mornihg an enHghtened and 
informational discussion of the subject .'of 
governance— with particular reference to the com- 
plexities of institutional and individual relations in 
multi-institutional setting^. InYkpeping with the very 
important suggestion that institutional constraints 
on individuals be acknowledged, I would like to take 
a few minutes to state where I and, hopefully to some 
degree, other state-level higher education agencies 
"are at," jn relating to At-fEC and, more broadly, to 
'the problems and J^sues which the AHECs are 
addressing. 

The traditional governance of higher education 
has been, in fact, the faculty's.' They, historically, 
have not only de,signed and presented educatiorial 
offerings, but to a very large degree have determined 
what the role of the university or college was to^be. 
With the^'advent of the l&nd grant universities over a 
century ago, the Government dictated some new 
directions for highereducation, e.g.,*agricultureand 
the technological sciences. Nevertheless, the uni- 
versity remained relatively Immune from constant 
' detailed review of its particular mission and role by 
extra-educational agencies. 



In the last two decades, the public through Its 
elected officials, has begun to take a more active role 
in determining the mission, scope, and priorities of 
the higher education institutions in this country. The 
specific means of control var7rbtrt4iaderiying a^ of 
Jhe mechanisms is the fact that public t^x^ollars are 
allocated to these institution^^ 

What we see today in higher education govern- 
ance is not really a diminution of the traditional role 
of faculties and campua administrators, but rather 
an additional layering on of accountability nr>echa- 
nisms and means of control to mal<e the broad 
mission and scope of the institutions of higher 
education more responsive to the.public at large. 

There are two types of extra-campus responsibili- 
ties being exercised in the operation of our higher 
education institutions today. 
The ''governing" responsibHities legally belong to 
e corporate "body politic"— a board of trustees 
ormboard of directgrs. The responsibilities include ' 
th^w:penditure,of monies, the hiVing of staff, the ' 
enit0«ag into ot contracts, and the awarding of 
degrH^^ot parenthetically. thes§ responsibilities 
also inoBji the procurement of resources. 

In addlnB^ there are "coordiniiting" functions 
now being pK^ised. primarily in the public higher 




but increasingly alsd in'the private . 
tipns include planning, usually 
include controls over the 
edocationahofferirigs; "pro- 
jargon. They include budget 
advocacy to executive jind 
hey include, pQcasionally. 
educational progrg 
of higher edt 
odel is 



edlicat 
'Sector, 
interinstitu 
establishmen 
gram approval" 
recommend'atio 
legislative bodies 
the actual admln^tra 

The model^-^iNSrrgov^^ 
vary, from state to-^tate^O 
entity having the responsiS 
ing arid the coordinating fun 
of North Carolina Is such 
Oregon. 

A second' model «I^Hf§.s a splitting of 
governing and co^iHRing functions. In 
model, there is a^flpmf trustees as the corporate 
body politic fojJ^^peration of the institution/and 
there are u^^^ne but sometimes two or more. 
coordinatij^KoaWs within a state charged/ with 
piannino^rogram approval, and budget recom- 
mtej^dipffr E-^amples of the' latter system may be 
in the states of Wastiington. Cal/fornia, 
liana, and Alabama, to namfe just a few 
The Illinois model is€tf the latter type df higher 
education governance, furictioning as a/sp-called 
"system of systems." Since my remarks and per- 
spectives on AHEC are COTditionjed>:^^ particu- 
lar setting, I will briefly outline^hB Illinois govern- 
ance system in terms of/itsja^utions and levels of 
educational responsj 
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There are four separate bo^ftls of trustees for f3 
Illinois public universities^ach board havi.ng frc^^^^^^^ 
two to five separate institutions under its purview/ln 
addition, twp of these boards have remote, regional 
medical school campuses. There are some 38 
separate cpmmunity college boar.ds of trustees, 
governing some 48 distinct cartfipuses. The 9ommu< 
nity colleges have their own coordinating board. 
Layered on top of all of this is'the lllinoi$ Board of. 
Higher Education, the State coordihatirtg board, . 

The IIHnois Board's' responsibilities are first:- 
interinstitutidnal long-rarig^ planning. 
The Board .is now developing its fourth Statewide 
Master .Plan in its 14 years, of operation. Topics 
included are institutiohal missions and scapes, 
means of abating interinstitutional competition,- 
review of existing programs, fneans of financing 
community college?, tuition policies, etc. One major 
component is the revision of thi^ State plan for health 
professions education, a topiQ to which I will return 
shortty. Its second prirhary responsibility is the 
ap^)roval of all new units of instruction, research, 
and public service in the public sector. The third is 
• the anniill recommendation to the Governor and 
General Assembly ^for State support of higher 
education— total State budgets for th6 publia 
community cplleges and. universities, support of the 
State scholarship program^ and grant programs for 
private institutipns. including over $16 million this 
year for health professions education. 

Health Professions Educjation Planning in llliriois 

/ttn Jlpoper deference to Dr. Gordon of the 
imission and her engaging talk . 
^ing acquired a healthy dose of 
in 3 yetars, am compelled to say 
ithere early on. anticipating many of 
Indationsof the Carnegie Commission. 
Boprrf of Higher Education adopted a 
'hiiftff^rofe^sions education plan for addressing 
somo^ of the health manpower problems with which 
you all are*f£(miliar: insufficient numbers of man- 
power/geographical distribution, specialty maldis- 
tribution, and, of extreme interest in Illinois, low 
retention of its medical school graduates. The plan 
called upon the politicians and educators in the 
State, to expand health manpower production rates 
and, concomitantly, to expand opportunities for 
young people to enter the health professions. Th§ 
plan was very specific that the expansion was to be 
done in a geographically decentralized manner, 
utilizing existing hospitals, practitioners, and edu- 
cational institutions. ^ 
► 'the results of the "irhplementation of the plarv 
include: - 

Twelv6 medicai schools (br components 



thoroof)— sovon in Chicago and the romainder 
at tho geographic, demographic, and econom- 
ic eonters o! separate regions with one-half to 
I million people each. This geographic disper- 
sion has boon accomplished, utilizing existing 
community clinical facilities as tho teaching 
• settings for medical students: 

• Development of graduate medical education 
on a regional basis under tho auspices of the 
regional medical schools, with emphasis on 
primary care specialties, 

• A new dpwnstate dental school. 

• Substantial expansion of number and size of 
nursing and allied health programs. ^ >^ * 

^ With re3pect to resources, the State of Illinois has 
appropriated 20.0 million dollarslfor capital facilities 
and a cumulative total of 18.1 million dollars in 
operating fund|||^ support AH^C-type regional 
health educatiorractivities since 1971. The Board of 
Higher Education has recommended' about 10.0 
million dolf^rs for capital and 8.5 million dollars for 
Operating exj^enses for 1975-76; 

As previously noted, the Illinois Board of Higher 
Education is developing a new higher education 
master plan. I would like to share with you those 
isspes relating to education of health professionals 
which are garnering primary attention in this proc- 
ess. . 

First, medicine. Distribution and retenfion are the 
issues. While the initial data, although 'scanty, 
indicate that the regional medical schools are 
serving as magnets for new physicia'n manpower, 
tftere remain acute n^eds in the rural and inner city 
areas. The problem of retaining physicians educat- 
ed in Illinois is an issue around which much rhetoric 
revolves. The problem in simple terms is a State with 
a relatively inhospitable climate and a depressing 
lack of topographical relief. Only slightiy more than 
one-third of the living, physicians who graduated 
from medical schools in Illinois are practicing in the 
State. . ^ . 

, The rote of AH EC? The accelerated development 
of regional graduate medical education programs in 
conjunctioa with the m|turation of the new medical 
schools probably offers the most realistic means of 
addressing the distribution and retention problems. 
The residency programs must be edubationally 
within the purview of the medical schools and 
should be pet in a network of existing community 
hospitals. The partnership of the State and AHEC in 
this effort, will. I believe, result in a sotnewhat better 
geographic distribStion of physician^and should 
certainly infre&se the retention rates^f Illinois- 
educated physicians. ^ — ^ 
•« T^he Illinois AHEC effort has a critical role to play 



in providing ready geographical access to baccalau- 
reate and masters nursing education. Tho current 
rogionalization of baccalaureate nursing comple- 
tion programs is laudatory. By far. hovi^ever, the 
' more critical planning issue in nursing education, 
from rhy perspective, is the question of numbers of 
programs and of nurses to be graduated for LPN 
licensure and for RM ligiensure, by type of program. 
The public, legislators, and lay board members, 
such as 1 work for, are growing weary of the Intra- 
nursing debates, often^^n the apparent absence of 
consumer considerations, of the status of the nurse. 
I believe It is incumbent u^on nurse educators to 
more clearly define, in collaboration with theirother 
health manpower colleagues, what it is they must 
provide in'^nursing education programs to allow a 
nurse to perform effectively whatever the spiecified 
tasks are. Having done this, tjie educational num- 
bers game can beg|nr to be jjlayed with some 
semblance of comfort.- 

I would like'now to turn to** allied health. For 
purposes of thediscussion, I willtakealfred health to 
include those health-related professionals educated 
at the associate, baccalaureate, and masters level 
which require a substantial clinical component in 
their education, excluding nurses. 

First issue: how many, of what type, and at what 
educational leveL should we be educating allied 
health manpQwTbr? In the last halt decade in Illinois 
allied health eikication programs blossomed like 
Topsy in the community colleges and senior 
colleges and' universities. While determining allied 
health manpower needs is a disquieting process, at 
best, we have begun to collect^some systematic data 
on demand of the major employers for several 
categories of allied health manpower— the hospi- 
tals. Without citing to you all of .tf\e necessar/ 
caveats in interpreting such data, letmejustsayth^it 
there does not appear to be large unjaet demands 
tor many categories of these personnel in Illinois. 
There are, to be sure, geographic pockets of need. I 
do not want to digress into the details of determining 
allied health manppwer needs, however. There IS an 
overriding issue which, if effectively addressed, will 
subsume to a larg^ degree he manpower need 
question. . 

What must occti/ in allied health education, in my 
opinion, is the development of an educational 
system which wiJI have all of the motherhood and 
apple piecharacteristics: flexibility, responsiveness, 
accessibility, efficiepcy and accountability. 

Let me try to. explain what I mean by first citing 
some specifics* fr^m Jllinois, which 1 suggest is not 
unique. 

* The rate-limiting factor on the production of 
allted health professionalsof many types is the 
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number of cimical education pooitionoor slots 
. tivailablo This is particularly true for baeca- 
lauroato programs: 

• Our educational institutions are abdicating 
their educational responsibility for students 
In particular, too often the university will turn 
the medical technology or physical therapy 
student, to name )u8t two, loos^ to have their 
education completed m an institution with 
which It maintains no effective educational 
relationship, that is if the senior student can 
find such a clinical position at alt 

• The financing of clinical allied health educa- 
tion is^a patchwork. The financing structure is 
a mess, aided and abetted, I confess, by State- 
level regulatory agencies. Student stipends 
versus no stipends. Tuition collected or not 
collected. Cash payments from educationgil to 

^clinical institutions or noh Direct State grants 
to both hospitals and to educational ihstitu- 
tions. Patient-car^ fees or not. All of these 
extremes can be displayed in Illinois. 

The reasons for the confqsed state of financing 

allied health Education today are many which we 

^rieed not spend much time on here. I'll just cite a few: 

the traditional pattern and setting of the training 

experience, the accreditation schizophrenia, the 

desire of educational institutions to find new student 

mar^cets, and a set of perverse financial incentives. 
• 

Regional Health Professions Education 

Health professions education is by nature of its 
product different » than education of nonhealth 
manpower. It is unequivocally and irrefutably multi- 
institutional. Community colleges, senior colleges, 
universities, and medical schools all may find 
themselves conducting parts of their ed^jcational 
programs ir) yet another institution, a clinical facility. 
Given the Increasing demands made upon ^e 
health education institutions it is no longer feasible 
for the parties to adopt a "live and let live" approach 
to clinical e^ducation. ' 

Rather, joint, negotiated solutions to space, 
money, scheduling and other related problems must 
beHound. These joint relations $hould encompass 
the following: 

• The use of clinical facilities, recognizing that 
there is a limit to the amount of clinical 
material available to'serve educational needs. 

^ Opllaborative arrangements might include 
- scheduling of students and development of 
student health teams. ^ { 

• Currlculurm design. The hospitals slpould have 
some say regarding curriculum. 



• Articulation standards and perhaps oven 
admission roquiremonts Consortial arrango- 
meats'^arrfong community^ colleges, universi- 
ties, and hospitats provide an opportunity for 
effectively implementing career ladders in 
nursing and allied health. 

- • Decisiclns regarding size and type of pro- 

gr^ims. The flexibility to expand or shrink 
program size in response to manpower needs 
is enhanced iaan effective collaborative effort, 

• Agreements regarding educational rpsponsi- 
bility. This issue must be resolved. My person- 
al feeling is that the ultimate responsibility is 
the educational institutions, but that the 
clinical facility ought to be made a partner in 
setting standards and evaluating -perior- 

mance. ^ / 

■=» ' , ^ 

- • Financing. Wrfo will pay? Again, my personal 

opinion is thqt financing of clinical education 
ought tOg,remain to a large extent the responsi- 
bility of the'o hospHal. with collaborating 
educational institutions providing ndnfinan- 
cial quid prq quosto the hospitals. 

The potential advantages of collaborative, multi- 
institutional health education programs are man^ 

Expansion of clinical educational opportuni- 
ties through more effective use of available 
clinical resources. 

• Minimization of duplication, drawing on the <=> 
< ' particular strengtl\s of each collaborating 

institution. 

• Flexibility to change program sizes and mix in 
response to shifting manpower needs. 

!• Clear-cut forms for educational responsibility 
j, and, not insignificantly, accreditation. 

• Richer educational experience for the student. 

• Enhanced career mobility for students. 

• Increased efficiency. { 

• Coherent financing structures. 

The problem^ in establishing such consortia stem 
from their multi-institutional nature. Each institution 
has its own constituency to whfch jt must respond. 
These institutional constituencies.will not compleld^- 
y overlap. They must be educated as to the 
advantages to them of collaborative arrangements. 

The effjBCting of collaboration occurs at many 
le\/iels. The university is one of the mo^t monolithic 
institutions in outspciety. Collaboration mustoccgr 
at the faculty ^nd program lev^. But agreements 
Iconsummated there must then be carried up along 
jthe lines of authority, beitlg "sold" at each level. 
Ultimately, thegroup^earing thf legal institulional 



authority— the boartf of directprs or board of 
trustees -must signal the official cecogbltion of a 
^ eotlgborativo arrangement negotiated at the pro- 
.gram tevel * * 

Thei5Tocess is tedious. Requiring people, as Dr. 
Kollmorgen characterized them yesterday, who 
have the ability to acknowledge theffrole^. to admit 
to error, and to recognize that the fciniverslty does 
not^have all the answers. 
AHEC in Illinois 

Dr. Zimmerman. Director of the Illinois AHEC, has 
invited me to share my view of the Illinois AHEC 
experience with you. courageously suggesting that I 
specifically notasome problem area?. 

First, note that the AHECv^contractor is the 
University of llfinois, Medical Center campus, 
College ol Medicine, the largest and most presti- 
gious public university in Illinois, having the largest 
. comprehensive apademic health science center \v\ 
Illinois, and soon to be in the Nation, containing Ihe 
State's largest fhedical school and only publicly 
university-owned teaching hospital. The University * 
is charged to engage jn an inter-institutional 
endeavor, never before paralleled in its history. We 
^ all know about academic rigidities. We all know of 
the inherent higher education pecking ordfi^^s. You 
II know of the problems of modifying these 
characteristics to turn the strengths and offerings of 
a university outward to link with other institutionsto 
meet specific commujiijy needs. You are doing it.^ 
The University of lilmois is doing it. But it isn't easy. 

Consider the University of Illinois AHEC contract. 
It charges the University with expanding enroll- 
ments in its own programs. It charges the University 
at the samellme to collaborate with other education- 
al Institutions in the offering of nursing and allied 
health programs— anxiety, fear of take-over, compe- 
tition, for turf and funds-^yes. all of these in the 
coflab^ting institutions. 

The iJniversity must deal with these issues. To 
some extent it has, but there have been obvious 
fdlllngs. 

The c^munity college system in Illinois is very 
strong. Territorial disputes among the colleges 
thenrrseives kren^irtug^lly nonexistent, since each is 
mandated to sen/e a specific catchment area. The 
colleges l^ve strong local political bases and exist 
to^meet the needs of the communities in which they 
dre located. In allied healthand nursing education, it 
is often the case that the colleges have developed, 
very strong- institutional ties to local hospitals. The\ 
sensitivity of the University to this system needs to 
be heightened, as it is indeed becoming, as it moN^es 
Into an area demanding a share of the .available 
clinicat resources and as it is responding icy lis 
broader set of demands than the local ones tp^hich 



the community colleges respond. President Jacobs 
Will deal with these issues in a much more complete 
way in a few moments. 

There also have been problems in the University's 
relations with clinical institutions, "the University 
desiring \o expand manpower education, with the. 
clinical facilities not in total agreement as to type! or 
size of the edljcational programs. 

What is the prognosis for the continued imple- 
mentation of AHEC concepts in Illinois? Very good, I 
think. 

Regionalization of health manpower education is 
ingrained in Illinois. With the regional medical 
schools as foci, a health professions education 
infrastructure is being established. Institutional 
roles and missions ar& being redefined. The key to 
the success of the endeavprs is the open and honest 
recognition of all the involved institutions' interests 
and the ability of the people involved to acknowl- 
edge their roles, their potential contributions, and 
their limitations. 

Panel Presentation #3 

' Dr. Karl J. Jacobs^ 

I find myself in somewhat of a disadvantageous 
position because I am really not trained in the health 
field. Listening to the North Carolina AHEC experi- 
ence, which was indeed very exciting,* I found it 
sornewhat different Uom the experience we have 
had in region 1-A. It is different not in terms of the 
dedication of the staff of AHES, as we call it in 
Illinois. b\4 simply that we face sorne difficulty in 
region 1-A in identifying counties that lack very 
fundamental areas of health care. I might just briefly 
describe what regron 1-A is. 

We are located in rilorthern Illinois. Our paf^Cular 
dominant metropolitan area is Rockford, Illinois, the 
second largest city in the State. The metropolitan 
area oi Rockford is about 250,000 people. Region 1- 
A covers a number of counties stretching, from 
Rockford to the Mississippi River,* a distance of • 
about 100 miles. The area covered by region 1-A is 
<ural, small towns. suburbT city, and intercity: a 
microcosm of a State^ockfor^J has certain unique- 
nesses. It is chaVacteri2:e^d by a strong, political, 
economic conBeryatism. It is reflected in the fact that 
there are three private hospitals tha^dominate <he 
health field and'' medical practices within the 
Rockford metropolitan area. So. unlike Gharlotte, 
we do not have a major university or a primary 
medical center from which one ycould swing into 
other kinds of activities. This crates a complexity 
Tor region 1-A because there ifi a great deal of 
politicaU negotiation and competitiveness^ among 
the three hospitals for new programs ai;>afacilities. A 
further complication, one wWch I think will eventual- 
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ly bo the saving grace of the Rockford m[etropolitan 
area, was the establjs1^m^nt» by the University of 
lllinotsr of the Rockford School of Medicine. Th^ 
RocKtord School.of Medicine is an e>cciting copcept 
and It has been a catalyst ta briijgfng together the 
three hospitals in a number ojHf^t ventures. .With 
this overall view of regiori>^, I find myself also in 
the most uncomfortabla^^osition of being in general 
agreement with the Views just expressed by the 
representative of the Illinois Board of Higher 
Education My point of difference with him might be 
in my absolute political regionalism in protection of 
the .community colleges, but I think he would 
appreciate that 

My views of AHES are really quite multifaceted. I 
serye as president of a college that has a number of 
allied heafth programs. I also serve on the board of 
trustees of one of the larger hospitals in Rockford 
afid am Chairman of the Joint Conference Commit- 
tee. I am also Chairman of the AHES Steering 
Committee of Region 1-A and a me^mber and former 
officer of a unique creature called ;'the Rockford 
Medical Education Foundation. Thjs is a private 
foundation that has been created to handle certain 
t^pes of graduate programs for the University of 

* Illinois. In a sense, we administer, in conjunction 
- v«fith the University of Iflinois, certain educational 

\ programs from the Rockfprd School of Medicine. 

After attending thik conference, I see that the 
' AHEC^or AHES organizations and styles vary 
throughout the country. It has been personally very 
valuable to me to see how very different and very 
flexible the Federal contracts are throughout the 
United States. Another observation I might offer is 
that many individuals here are really implamenters 
of policy rather ^than the formulators of policy; at 
least in terms of their role. 

Some revolutionary changes, are bcgurrin^ or 
have occurred in the allied health fields which are 
Important to me because of their considerable 
Impact upon the community college. In the past the 
allied health field was female-dominated. The 
physician or hospital operated or controlled those 
programs. Some of those allied health fields were 
profitable to the hospfital and to the physiciaf\^and 
entry; exit, and the standards by which they v^ere 
conducted were easily controllable. The paraprofes- 
sionals in those fields were generally underpaid. Th^ 
following changes that have occurred have compli- 
cated matters: sr greater .entry of males in certain 
area^ of allied health fields; a shift from hospital- 
based to education institutions, eitherto community 

* colleges or to senior institutions; the increase of cost 
of the training and upgrading skills maintenance of 
personnel; .a need for gery highly sophisticated 
organization, skills, and equipment; more competi- 
tive salaries; the effort to professionalize certain 
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health fields, such as nursing; and the philosophic 
tug of war which goes on today over the concept of 
the health team approach to the patient as opposed 
to the control of the physicfen over the patient. All of 
these changes have to be viewed against the 
backgroun^d of increasing third-party (meaning 
government) involvement not only in the ho^spitals 
but also in programming. Another factor is the 
tremendous increase in cost that is impacting upon 
all of our hospitals throughout the United States 
today! Another factor that certainly plays upon the 
field of allied health today is the growing assumption 
by some of our citizens that they havea right to good 
medical care, as a political social expectation. 
Within the college and university structure', all or 
many of the above-mentioned themes are being 
played in somewhat of a discord. 

What I have observed is that there is often a 
genuine philosophic commitment by individual 
colleges or universities, and the people within those 
colfeges or universities, to develop those areas. As 
AHEC or AHES has come along, I have noted many 
of the^e people are not oblivious to the AHEC dollars 
and power which lie in the potential of the AHEC 
Federal contract. I see it in the field of nursing in our 
region. I also note at the conference the conpentra- 
tionand the emphasis, by using AHES and AHEC, to 
place a high' priority upon baccalaureate and 
master's degree prpgrams as a form of upgrading 
the professionalism of nursing. Obviously.^ this is 
appropriate within a certain context. However, many 
times the public is confused as to wither this 
should be the highest priorit/When they are seeking 
patient care nurses and new and more effective ways 
of training of diploma and associate degree nurses. 
On^e wonders about the high priority placed on 
upper mobility of nurses for degrees. I would 
suggest that this priority is somewhat in contradic- 
tion to the public outcries we have all experienced in 
higher education over ourdegree-itis, with a surplus 
of PhDs and the entry of too many people into fields 
on the basis of degrees. I am not so sure that one of 
the tasks of AHES ought to be to re-evaluate our 
programs in the allied health fields, assessing the 
practicalities of the training and the assigning of the 
ajSpropriate certificates, associate degrees, or 
higher degrees to them. 

« I would like to make some observ|itions about 
community colleges. Community colleges af§"SW 
of the new kid on the street in the higher education 
family, andJthink they reflect many of the problems 
of the nev\^d on the street. Many citizens see the 
community colleges as cpnservative social 
engineering institutions. I have often said/that the 
conservatives see the community college as the 
conservative solution to social engineering: that all 
of those>people who are sufficiently prepared to get 
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through high school but perhaps not to go to the 
university ought tb" be put into postsecondary 
educations callfed community colleges. In a sepse 
there is truth to this, bu^ think the thesis could be 
exaggerated, especially when it is applied to the 
^ allied health field. The same kinds of quality cohtroW 
have to baapplied to the community colleges as they 
are to any other area of highereducation.Oneof the " 
difficulties the community^olle^e has isrthat it is an 
evolutionary period of its development without the 
great tradition and experience the universjty has' 
That can be a virtue and a vice. The virtuerof course, 
is that\t is not trapped, as the universities are, with 
established ways of doing things that are very 
difficult to break away from. On the other hand, 
however, they suffer from one particular problem: 
the monopolization of clinical facilities. Certainly 
the community colleges have to share clinical 
facilities with other institutions, byt one of the 
difficulties that community colleges have when they 
come up against universities is that they face an 
enormous prestige and a great deal of political 
know-how that is assigned to any major state 
university. I* appreciate thatff a university is to be a 
strong, dominant force v\^thin our society, one must 
accept t€ra great extent its political ability or it would 
be devoured by the body politic. Kowever. the 
community college in its youth could very well be 
sucked up by the universities if it did not develop a 
political base Jn its community and carve out its own 
area of competition, its own turf, and to be able to 
quid pro quo in exchange for facilities with other 
areas of higher education. 

I think one of the great diffjculties and chaUenges 
for the.AHES or AHEC to work out is the negotiation 
of cooperative arrangements between institutions. 
For instance, in our area of regioKj-A. it is accepted v 
as legion" that the Univepity of Illinois College of/ 
Nursing has worked out a deal with the Northern' 
Illinois University School of Nursing. I do rrat know if 
. this statement is true otr not. but I have ^eard it so 
often that I almost accept as- a truth that the 
University of Illinois will not place neW programs of 
baccalaureate 'training elsewhere because the 
Northern Illinois University provides these pro- 
grajps. If there is some credence to this, it seems 
ratffer inappropriate that such an arrangement has 
/ not surfaced and filtered throug+i either the appro- 
priate state agency or the AHES. Further, the AHES 
■ of Region 1-A. if involved, could add strength to any 
cooperative arrangements among postsecondary 
•institutions. • 
^One of the difficulties we face as community 
colleges is that we cfo not often have the financial - 
base for providing alMed health programs that might 
be available in other kinds of institutions. In the State ^ 
of Illinois, We are confined to credit our funding with 



a differential for allied health. The operating costs of 
allied health fields are substantial. We find that to 
accept four or five allied health programs would 
nearly bankrupt part of our college. I would prefer 
that these programs, be done by other people 
because of the costs. To put it another way. one of 
the advantages the university has. and-l think it is a 
grpat advantage, is the ability to draw on the 
(;^saurces of the total university for research. The 
Rockford School of Medicine wanted to find out 
whether it was operating effectively and efficiently in 
its management. They drew upon the resources of 
the University of Illinois who sent a management 
team to the% School of Medicine. The community 
collegesjrt^ould not have that advantage and would 
have ^o go to an outside consultitng firm, which 
would be prohibitively expensive, Tfind that when 
the Rockford School *of Medicine h^s a particular 
specialized problem, it calls upon the* university to 
help is solve the problem. I do not believe the Board 
of Higher Education is sensitized to tne costs that 
are involved if the community college attempts to 
provide the full-dimensional kinds of jexperiences 
that would complement, fill out, and strengthen an 
allied health field. The resources simply do not exist 
in community colleges. I think the autonomy of the 
community ^college is hampered because, by and 
large, most community colleges aper^litically 
sensitive institutions ii^jj^e comrri^Kltty. The univer- 
sity has the advantage oTOsk thafdoes not exist to a 
great extent in community colleges. I would conteoid 
that much of the propaganda that is written about 
community colleges is written by people who have 
never been to one. Community colleges exist.at the 
will of the body golitic of th^t community, unless it is 
state-run. And yet. interestingly enough, one of the 
reasons for selling community c6lleges to the 
community are their flexibility to respond, Very^ 
generally community colleges respond to what is 
politipally sensible to that community. They will not 
ri^k things that are open to great public criticism.^ 
anVl I think that touches very much upon the' 
question of alljed health fields. A community college 
that gets itself involved in a number of'allied health 
fields that are extremely costly may win the 
acceptance of the board of trustees, who may enter, 
on the president's recomm^dation, into a number 
of these programs. The minute the finances of that 
institution start to turn sour, the boar;d of trustees as 
political people will turn upon thg administration 
and the faculty. When they feel the pressure, they 
want to^know how they got involved in these costly 
programs that are draining the fax dollar. They are 
one citizen, force that can reach higher education. It 
is very difficult for most citizens to reach into the 
university with any effectiveness. Very oft§n com- 
munity colleges become the targets of many of the 
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issues that are really senior institutigp kinds of 
difficulties. I admit we are living in a period of 
romance with the cofnmunity college at this 
particular stage with the body politic, but like most 
o romances they may turn on u$ very suddenly. So 
most community colleges are very sensitive about 
initiating allied health fields. Currently, many 
community pblleges I know are invplved through 
AHES contracts. I know several o^ thiem are having 
second thoughts as' to whether to, cooperate in 
exploration of ^ore allied health fields because of 
the cdst picture. 

What is the roleof AHEC as 1 see it particularly as it 
touches upon community colleges? I would say that 
I think that one of the greatest roles of AHES or 
AHEC would be not to do those things which we . 
have ^een doing and are the most easy to do. Some 
groups brdught together by a third party, meaning 
AHES, ought to identify what allied healtin fields are, 
in a practical way, that. is useful in communication 
with hospitals, physicians, community colleges, and 
universities. There is often no universal agreement 
on the nature of what these allied health fields are or 
how people should-be trained. We should find new 

• and exciting ways to train people, not just initiate 
problems. ^ 

We should develop a^j,sy§tem of recommended 
quality control over the training-and performance of . 
individuals in the allied health fields. I suggested a 

. program at Rockford which is getting some interest- 
ing reactions. We have just phased out our diploma . 
of nursing program at the hospital where I am on the 
board. When we phased that program out, the ^^^tf- 

' hospital administration was asked by the board of 
trustees to descri be to them the experiences of other 
people who had done this: what Had been the 
experience in the transitionary period of associating 
with a community college through an ADN pro- 
gram? The only kinds Qf reactions our administra- 
tors could get from the community colleges were 
strictly subjec^ve, rather non-structured, and highly 

• pers9nalized. Hsuggested that what we ought to do 
through AHES is to conduct a genuine research 
study with the use of a third party to study ithe . 
experiehce of a hospital that had abandoned a 
jJiploma program and was caoperating with -an. 
associate degree-grantjng institution and a universi- 
ty offering a baccalureate program. I suggested, 
further, that there> ought to be some catalyst or 
vehicle established by.which we could explore ways 
in which the weaknesses of the associate degree 
program, particularly in the clinical area, could be 
strengthened by the hospital and, in some struc- . 
tufed way, carefully document this study and share 
it with other pedjDie. There, have been some 
interesting reactirons' to the entire idea. 

I would hope we would identify direct and indirect 
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costs in the field of allied health, and explore^ways 
that such costs may be reduced in an equitable 
manner. I think the body politic is crying out not for 
us to find more things to spend money on, but there 
is a genuine^^j^cern that since costs are going up 
very significamly in the allied health fields we must 
examine waygf that we can deliver educational 
services that maintain the quality but reduce the 
costs. I would hope that AHES would direct itself to 
that point of view. \ think that it is difficult for 
colleges and universities to direct themselves to that 
question for two reasons. First, administrators and 
faculty usually do things^n tne s^me way they have 
always done them. Second, the reduction of qosts 
may be threatening to personnel. And I would hope 
that AHES or AHEC would direct itself to those 
questions. Perhaps it is too large a task and too 
fraught with dangers, but I think it needs to be done. 

I certainly hope AHES or AHEC does not slip into 
doing the things that are the easiest and most 
predictable, a rearranging of what we have always 
done without AHES. I hof^'AHEC breaks out of the 
confines of tradition to explore new relationships. 
As, delicate as it might be to step on the.Jtoes of 
community colleges and universities, I would 
support what Jim McGill said: examine quite 
candidly and honestly the state of allied health, the 
state "of hospitals, and the stat^ of higher education; ^ 
identify problems and surface theiri. One of the most' 
valuable functions I think that AHES has performed 
in the Rockford metropolitan area is to bring to the 
table the hidden agendas, the prejudices, the fears, 
the phobias, and the personality cbnflicts that 
existed in the community. That was a very painful 
experience to go through, but I think we have passed 
a very important watershed period, Nowi we have 
people communicating witfi one another and re- 
evaluating the whole relationship of the AHES 
system. I would content theit if we had started simply 
on the basis of projects and problems and had not 
gone through that period, we woiiJ^d not have 
surfaced and vyould^ not have had^tfiuch of an 
arena or platform for^praductivitylnat wewill have in 
Region 1-A. y/^ 

Audience Questions ar^Discussion ^ 

^ Dr. Felissa L Coh^ lltinois: Dr. Jacobs giade a 
point about masters programming in Illinois. 1 
would like to saV just a Itttle bit about what we are 
doing in Peoria, and how we feel this is' providing 
dirdctl^ehefits to our particular region. Peoria is the 
third largest city in Illinois, and it also has small ^ 
cities and a large rural area. We have students from ' 
several counties in our*- region wKo are in the 
masters programs, community college instructors, 
a head nurse'^in one of the intensive care units at 
one of the larger hospitals in Peoria, several staff 



nurses, five instructors from diploma programs, an 
instructor from a baccalaureate program in our 
area, and nursing supervisory personnel. NWe feel 
#iat the master's program, which has a VeryVrong 
' clinical base for the students choosing either family 
nurse practice, medical-surgical nursing or coml- 
muaity health nursing, Is providing qualified 
instructors for the nur^ing;programs in the ar^a. 
These instructors previgusly had not had access to 
any further knowledge in nursing. The students that 
they in ti^rn taught were aot gaininj the knowledge 
that they should have in their basic programs 
whether diplopia or community college or baccal- 
aureate base'; because the Instructors themselves 
had not gone on to gain depth in their other areas: 
In addition, we feel that th.e ^hospital based 
practitioners are gaininfl^depth in clinical practice' 
that they had not previously had the opportunity of 
gaining. I think that we have made gf^at strides in 
our particular region In Intef-institutronal relation- 
ships. We have students doing apprentice college/ 
teaching and' school of nursing teaching with 
several different fnstitutlons. We found that the 
relationships these students have developed 
among themselves, in addition to their relationship 
to Jhe institutions where they have been placed as 
teaching people, has g/eatly Increased their under- 
standing of the value of different types of nursing 
programs and of different hospitals and different 
institutions in the area. I think that we have sparkad 
a little bit of awareness in our students of national 
health issues which is then spreading to their 
colleagues. We have been ^ery surprised at how 
little knowledge many professionals have of what 
•we thought were well known national issues. 

Another direct benefit is that we require a research 
project for the master's thesis. I just would like to 
give a couple of examples of projects our students 
are dolng..We have one graduate who has coordinat- 
ed students from all four basic pVograms in Peoria 
and workecl with the medical students from the 
Peoria School q| Medi^^ine toform health te.ams who 
went out to all second grade classrooms in Peoria, 
prgbably 2,000 students. They gave special pro- 
gramming to these students in termsof what doctors 
and nurses do and what happens to them when they 
do g6 into a hospital. We have had a very positive 
response from parents and teachers about this 
project. Another project has' been teaching the 
ifamilies of unconscious iJatients in the intensive 
care units about what to expect and what to look for 
in their relative who has been injured when they go 
home. I fust wanted to make some of these points, 
because a lot of people/do not realize that massive 
nursing education is more than just a 0gree 
granting kind of thing and do^ have something to 
offer. 

V, . ■ 
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Dr Karl S. Jacobs: Well, I do .not want to be 
opposed to master's degrees or PhD's in nursing,^ 
but I suppose t?iat I keep asl<ing myself, in the state*, 
of Illinois is AHES really necessary to do that. You 
know, if the universiJyH=^as set of priorities in 
providing baccalaureate,y7iasters and PhD pro- 
grams on a regional basis. Is it necessary to do this 
on the basis of some Federal contract, henqe AHES. 
M suspect that in my reasoning, I see when I listen to 
the V^ry exciting things that are happening here in 
North Carolina, whe/e people are described as 
having, very, genuine, fundamental basic health 
^ needs that could be met, that the AHES structure 
provided' a * catalyst that perhaps would pot be 
unilaterlally accomplished by the unhi^ersity. I 
;[> understand that, and I certainly appreciate it. My 
difficulty in the state of lllnois is looking at the way>in " 
which some of those projects" are distributed. I . 
supporta baccalaureatean(f masters program quite 
' selfisWy'for my own faculty; we need it in Rockford. 
'Wa^tiave been pounding away at^the University of 
Illinois tasend us soir^fTe^who c^^^ work for us in 
^the field of nursmg, auhough they stiM have not 
it. We definitely need a graduate^ prdgramrsn^d we 
would like- it from the university of Illinois. I really 
wonder whether that, has to be accomplished 
through AHES. 

Dr. 7". F. Z/mmerman: I would I Ike to make a couple 
of comments. First, I would like for us not to focus on 
the nursing education quite as much as the inter- 
institutional aspects of ^his. I know that Dr. Jacobs 
and^ others have some pretty strqng points of view 
about that particular issue. I would like for us to 
really focus more on thB Idea of the community 
college and the university understanding. Just 
making the comment, then, about the master's 
degree program, it is very much dn a similar basis as 
responding to an intensive study of local nursing 
interests for the nursing master's degree program. In 
fact, I think that is irrfportant to recognize, that 
providing that kind of training reinforces bulk 
diploma and associate-degree nursing programs in 
those regions. " 

Dr. Alice Major, Missouri: \ would like tq^try to 
focus this subject. Sitting here, the last few days, and 
in many other situations, I have fe|t the pressure of 
the question, "Why do nurses have degrees?" .One 
gets to the point where we say, "Why are you 
opposed to nurses having degrees?" Is there 
something wrong with nyrses having degrees? This 
seems^ to be a troublesome subject, and I wonder 
why. None of the other professions that are senior 
professions pursue their bourse of professfonal 
.study without a degree^ and a much higher one than 
nursing has. So, this is a puzzlement to me. 
I^oving to Dr. Zimmerman's approach of coop- 
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Prt. Zimmerman, Jacobs and McGill listen to an audience question addressed to Panel #4. 



erative relationship, let me sa^^ that the picture in 
nursing is very confu^fed, anaj understandably the 
other professions are getting/gnnoyed with us. The 
solution to that will not be annoyance; it will be 
figuring out a way to cooperate with nursing, to 
make the picture simplei/ One of the additional 
confusing features that was added to the nursing 
scene, which used to consist of diploma, baccalau- 
reate, and mdster^s, has Keen the introduction of the 
terminal type of associate degree program. Now, if 
the institutions are going to cooperate, I would 
suggest that one good way of doing this wou Id be for^ 
the assoqiate degree community colleges to work 
through, with thesenior college^, a typeof associate 
degree for nurses which would bethelowerdivision, 
or the first two year§, of the baccalaureate' 
program— where nurses could stop at ADs, and be 
licensed if they wished, and those who wished to 
continue on could continue on, up the ladder, 
through baccalaureate, and to a masters, etc. This 
would simplify the picture. It is onesmall step. There 
are a great many other problems, butthis would bea 
cooperative venture, and I would like to say that I 
underline everything Dr. Cohen said. 

Dr, David Kindig.Washingtorf.D.C: This maybe 
stJietching the li/ikage a bit, but I am curious if the^ 
'lpaT»elists., or -anybody else here, could speak to 



specific programs that AHECs have undertaken to 
link specifically National Health Service Corps 
assignees and their catchment areas into their 
. hospitaj or their university health science qe^nters for 
continuing education. 

Dr. Henry S. M, Uhl, North Carolina: Here in 
western North Carolina we have had National Health 
Service Corp's trainees- in our rural clinics that are 
supported both by the University of North Carolina 
School of Medicine and the other health science 
schools in Chapel Hill and by our own aIh^C 
continuing education programs, upgrading educa- 
tion programs, and other activities right here in^ 
Madison County, just next door to us. . 

Dr\ Eugene Mayer, North Carolina: There is 
another kind of inter-institutional relationship^that 
we have in North Carolina, which is not demgnstrat- 
ed by the Charlotte AHEC program, and I thought I 
might just take a minute* to mention .this. I do not 
know if other regions are doing what we are trying to 
^io, and if it has any relevance for you, but in 
Charlotte there is a clqarly defined regional hospital 
which is'the focus of AHEC. But we have many othfir. 
regions of the state where there is not one hospital 
which stands out as the major service or referral 
center. Where we have that situation, .we have 
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created a new, incorporated foundatjon, represen- 
ting the interests of two or more hospftals— which in 
effect becomes the AHEC. Here in Ash^ille, for 
example, there are two hospitals, across the street 
from each other, one a Catholic hospital and one 
non-sectarian, roughly the same size, historically 
competitive in many ways, who. have now formed a 
partnfirship,-of equal voting strength, which consists 
of a trystee and an administrator from each hospital 
as well^^as representatives from^ the medical staffs, 
who are in effect the AHEC Board of Directors. 

In other parts of the State we have examples where 
as many as twenty hospitals have come together and 
function on a daily basis with ^n AHEC^executive 
committee^. These arrangements had some interest- 
ing spin-offs, from their intended role in coordinat- 
ing educational planning between clinical re- 
sources. We, have begun to s*e these sam^ 
hospitals, and I won't say this is just because of 
AHEC, have much more in the way of cooperative 
services planning. Again, here in Asheville, one 
hospital has closed down both its Obstetrics and 
Pediatrics services now. They have stopped com- 
peting over a Cobalt machine, and they are going to 
have the family practice center in ori^ place, where 
they had originally thought they might have a split 
family practice training program^his is another, I 
think, very tangible kind of thingftaat can be done 
through the AHEC mechanism, • 3 

Dr. Jacobs: You know, one of the things that 
confuses me. a lay person, is that in our area we 
have top help. Ihey certainfy get involved in 
comprehenstvf health planning, and they get in on 
the action that touches into some of the areas ot 
what we ye doing in AHEC. We have the Board of 
High Education, which is sort of going'their way^ 
understandably, forking out soroe kind of coordi- 
nation of resource allocation that touches oh the 
health field. We also-frave~a community college 
board that really does not do too niuch, but they do 
-talk a lot about these sorts of things. Then, you have 
the , hospitals' boards of trystees, who operate 
through the hospital council, who attempt to look at 
someof tYiese progranrf^then you have the AH£$. I 
don't know whether I am trapped by the uniqueness ' 
or the specificity in our'area.'but I would he curious 
to kr\pw whether pet>ple in other AHEC regions have 
othVr kinds of overlapping coordinating groups of 
people that come in'Orf the Bc6ne touching your- 
AHEC performance. , ^ ^ , 

0 Dr. Zimmermah: Perhaps those from other States 
could comment upon these layering groups that are 
all attempting to plan and to coorbinate institutional 
efforts. , 

Dr. Charles M. Cargille, North Dakota: In Minot, 



which is a community of approximately 33,000 
persons, we shar%d the problem voiced by Dr. Mayer 
concerning two community hospitals, of roughly 
equal strength, and a tradition of not previously 
having had much cooperation between the institu- 
tions. And, also, in the community, there was 
somewhat of a division between particularly strong 
group practices and the independent physicians. I 
think a useful model may have been developed in 
Minot to deal with these issues and thus far, I think it 
is extremely promising. For the family practice 
residency program, which could on^y be conducted 
in this community with the full utilization and the 
cooperation of not only these two hospitals but also 
the Air Force facility, there was established a Board/ 
of Governors for the fatnily practice residence 
program. That Board of Governors now consists Of 
the three hospital administrators, the Assistant Dean 
and AHEC Director, myself, representing the 
University as 8f constituency, the physician who is 
the president of the principal medical rteaJth group 
practice, and a physician who represents the 
independent physicians of the community. By 
having the Board of Governors so constituted, with 
meetings of only six individuals, it,is impossible to 
assure full cdmmunity support for that progranr\.^ ' 

Dr. James McGHI: Let me comment just a moment 
on the linkages, lack of linkages, at the State level of 
agencies i^n Illinois. Reference w'as^made to the 
comprehensive health pIslBaing agencies. The 
regional medical program grtSflps also comes into 
play. In Illinois, there has been some sorting out of 
responsibilities at the State level w/th respect to 
health manpower plan^ning. -l serve as, if you will, 
adjunct staff to the comprehensive State health 
planning agency as well as being staff to the Board 
iCrF Higher Education, relating particularly to ques- . 
tions of health manpower planning. I am th^'A" 
agency then, of course, with its linkages to the "B" 
agencies. I must say !hat the* regional medical 
program, covering roughly the upper two-thirds of 
the State of Illinois, has also cooperated in the 
definition of roles in respect to health manpower 
plartning, in particular providing partial funding, as 
has AHES for the development of a hpalth manpow- 
er data base. So, there are linkages, multi-agency if 
you w+ll, at that level, biit it also helps to begin to 
define the various roleg and sort out who is going to 
be doing what. ^ 

Ms. Winifred Maher, ^Illinois: I would like td be 
Pollyannai-ish and be very serious, just for a minute. I 
vj/ould like to comment upon Dr. Jacobs/ comments, 
that the primary thing he sees coming out of this 
regional effort was that things were gotten on the 
table ^nd thinqs are beginning to be aired. I would 
like to say that I am very gratified if this kind of 




together with our own* little rivalries and our own 
little fights in many areas. We saw It surfacing in 
nursing today, but the same discussion could have 
occurred about some of the other health" related 
fields or the community colleges. We might get 
trapped with this whole AHEC thing in some areas if 
we do not bring lay people In. When we surface some 
of the concerns, I would like to hear what their 
concerns are. You ought to hear our trustees, who* 
are industrialists, talk about a number of these* 
things on the hospital board. You know, they talk In 
very different terms than we do. Weouglitto listen to 
them. We ought to hear them. Maybe tt^ are wrong 
on many things, but maybe, just possibly, they may 
have sort of a naive insight Into the truth about all of 
us. However, it is not happening, in my opinion, at 
least in our AHECs. Maybe that is on6 change we 
ought to make. 




Ms. Win If red Maher addresses a question to panel #4. 

success is coming from the AHEC effort, because in 
the philosophy of Federal support, as I ugderstand 
it, after a number of years in the system, our Federal 
support is catalytic. It is not supposed to foster any 
university's efforts or build empires; it is to get the 
contractor to maximize the wealth of resources. I 
think this is a good point that I saw coming out of this 
discussion. \ almost had apoplexy about a few other 
things. Our funds^ can't support a total effort to 
reform the wliole State, but I do think it is gratifying if 
we are catalyzing action for independent action on 
the part of a state to address its own probtems. ' 

Dr. Jacobs: I am glad you said it, because I have 
felt that way strongly. On^ of the things that does 
bother me about my AHES experience has been the 
involvement of people with proprietary interests, 
and I am one of them. I pm one of those trying to 
push a program In nursing up in our area because we 
need that kind of help, very desperately: It is very 
hard to have continuing education; we are very far 
from the University of Illinois, and we are on the back' ^ 
roads to Northern minors Univef^ity. So, from a ^ 
selfish point of view, I want to see the program - 
happen. But, what Bothers me a littfeiDit about the/ 
whole. AHES experience J have h'ad is that '^people 
with a vested interest are running the program. 
Where are the lay people being represented in the 
AHEC Qontract? theae are the people who pay the 
taxes; these are the [people who make the policy 
decisions. Whap find is that we are afl kind of in it 
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introduction ^ Carnegie point of viiev«;'Dr. Kindig arid Dr. Smith. 

J Dr. Hartwell Thompson ^rom the BHRD point of view; Dr. Svv^^nson from the 

university's perception of AHEC' and 6utreach 

- As you remember, our other panels have discussed programs; and Dr. Biles and Mr. /Lawton from the 

the influence of regionalizatioh, education program point of view of the Congress. / .3 

developmertt. and interdisciplinary program devel- As all of you knew before this conference, the 

opment. There have been roUnd tablel^isciissions. concept of regionalization in education is not a new - 

We have talked, yesterdey morning, about AHEC one. The greatest thrust for outreach in education 

governance, and yes'terday afternoon about AHEC probably ocpurred in this couotry with the passage^ 

^ and regional education and health services institu- *of the Land Gf^ant Act, or the Morrill Act. in1 890. The k 
Hons. These have been, if you will, reviews of where^ ^ effects of this, of course^ ip the^early stages of our 

we have been, the things we vvere concerned about rifittTStpal development." weVe in agriculture and in 

when the AHEC programs were started, and-^ sdmetechniMl^eldSi such as engineering^ . 

statement of the state of the artvey^jiihough we are and he§]t'lr§^fcatid'h did not embrace t^e nliessity 

talking about„ 4 relatively young venture: This _^^-dutreach programs with fhuch vigor, in my 

, m^ornrng we will be talking about the future of ^'^ug gfrrant. unt il the late 1960s. At this time. I thinkall 

AHECS. Our panel, in fhjs. will beJooking.at it in of us became increasingly aware of the limitations^of 

.. several perspectives. Dr. Gordon.iythe Associate the splendid institutions known as academic health 

Director of the-Carnegie Council on Policy Studies sciencecenters. These complex and expensive units 

in Higher Education, will review the future frem the havp been described as some of the mpst impressive 
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instituttons developed in Western civilization. While Carnegie Commission reporfon Higher Education 

everyone recognizes that the^ mod^n university and the A/af/on's Hea/f/7 made its significant appear- 

health science center makes anormous contribu-. ance. While this report did not have the astounding 

tions in/ the generation of new knowledge via Impact of the earlier Carnegie report by Abraharli 

medical research and in many other kinds of Flexner, in 1910. it certainly was a call to action^ The 

research, and is the keystone- 'or the essential eel j.tc) action has taken different forms. Area Health 

fouridation for health education, including medical Education Centers poncepts have been utilized in 

education, trends for increasing specialization of some ways by land grant institutions .and other 

. " Health professionals and thp tendency for health - notable experiments such as the Tufts Medical 

/ professionals to aggregate in the shadow of the School Bingham Associates in the State of Maine. . 

health science center is. in a way. almost reminis- With the advent of the Carnegie Commission report 

cent of the Middle Ages when citizens clustered of 1970. hovyever, there was an effort across the , ; 

around thosMnner walled areas of cities known as ^untryno put into more explicit form, the various 

' " the Cathedral Close. So. too, have health profes- types of ar^jiealth education 'centeirs. The^e have 

sionafs) until tecently. tended^^to stay too much included the BHRD model which we are concerned 

within the range of the tolling bell of ^he cathedt%l about, the regional medical program model, and the 

known as the academic health science center. It has VA model. In establishing ihe AHECs of the 

' almost beeh as though there was an umbilicaj cord Carnegie type, or of the kinds that are primarily , 

attaching some of our people to the mother church. represented here today, jt was understood that we / 

or the maternal health science center. were trying, to avoid the error of, producing eleven / / 

\ - It was in this setting of maldistribution, arrd alsb virtually' identical products. These were to b©?^/ 

' some shortage of health professionals that the, innovatWe.' experimental programs. However, thoj^*^' 
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were some principles which could and should unite 
Jhem These were as follows: (1) educational 
programs wilf improve actess to quality health care 
in the area. (2) each center serves the health 
education needs of a geographic area; (3) initiative 
IS the responsibility of the academic health science 
center in partnership with appropriate institutions in 
the area, (4) education is for all health personnel: {5) 
the emphasis is on primary care; (6) program 
variability is encouraged to meet the needs in 
d^fferent areas, and (7) the academic health center " 
accelerates* ^nd extends programs to which each, 
has commitments. 

With this as background, we should like now to 
examine the future -of AHECs from these several 
perspectives I have mentioned a feAA/ minutes earlier 
Our purpose in this is to have a critical review of'our 
performance, strengths and wfeaknesseis after we 
have come^o«me three-fjjths m the distance in the 
initial AHEC contract period a^nd to explore possible 
opportunities for the balance of the contract period 
and for the )/ejars to follow, • ' 
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Panel Presentation al 

■ ^ Dr. Margaret Gordon 

As In some previous situations I have been in, I have 
received mixed signals as to what I am supposed to 
do on thi^ panel. The originaTletter I received asked 
me to discuss what is right and what is wrong with 
wh&t AH^Cs aredoing. I was left with the feeling that 
I would havehothihg at all ip say because ,1 knew 
perfectly weir that the AHECs represented at this 
conference were following the BHRD model, which, 
was essentially the Ca/negie Commission modeL for 
the general organization, and-^functfons of an Area 
Health' Education Center.. 

On- the whole, I must say I an enormously 
impressed with the efforts that have gone iqto 
developing this concepf: dealing with all the 
difficulties of establishing a relatiorfship betw^h 
thfe university health science center and the area 
centers and organizing the area centers to work with 
the facilities and people inihe community. I am also 



vejF^ impressed with the way in which the AHECs 
p^presentea at this conference are buitdfhg the 
notion of reiglonalization by using some of the other 
principles /which were stressed in th6 Carnegie 
Commission report, such as bringing earlier clinical 
experience to the student. This conference has been 
a great learnir^g experience for me. 

I do miis a few things,'and I do not think the blame 
lies with/the people who are involved in developing 
Area Health Education Centers. I have heard rro 
mentiorv of ariyj;6lationship between AHECs and 
prepaid group me3T5Hl^'eaFe>|^ or HMOs, as they 
were orice called, and I had some hopes in the early 
stages khat those two movements would go along 
togeth€^r. There was a good deal of language in some 
of the statements of the Administration supporting 
the development of HMOs that'suggested that the 
two movements would go along together. Somehow 
that does not seem to* have happened. 

Secondly, I tend to agree with those who have said 
they would like to see more involvement of consum- 
ers, but l^see this problem In the larger context df 
what f think is the rather unfortunate way in which 
private health insurarice has developed in the United 
States. The unions have, bargained for health 
insurance as a fringe benefit, as something, that the 
employer would payfor. Unlike groups of w^dtors in 

^some of the countries of Western EijnppPrWest 
Germany in particular, where national health 
insurance grew out of sickness funds run by the 
workers, we have not hefd much consumer input into 
the^develdpmeni of health insurance in the United 
^tdtes. Einar Mohn, who for a long time was head of 
the Western Conference of Teamsters, became 
disturbed about this some years ago when there was 

^creasing concern about inflation in the cost of 
medical care^ and tite uniibns were beginning to see 
that the increases they received through collective 
bargaining .were simply going into meeting rising 
costs. Einar Mojin: organized a group in California 
that vyas largely represientative of unions, vvith the 
purpose pf trying to get more worker and consumer ' 
input in negotiations over health insurance. I think 
we need that^ihput 1n the future. Even if we get a 
national he^h insijrance system, we are not going 
to have a very satisfactory one unle$s we have more 
representation of the consumer. 

A third thing I miss is any rj^ntion of AHEC 
involvement in -the ghetto area^ln the targe cities. 
After all, we have two kinds of shortages of health 
manpower in the United States: the shortages that 
occur in low income small communities and rural 
areasrand also the seriousproblem of shortages'^ in 
the ghetto areas of laVge cities. Some of the OEO 
centers have tried to me^t that problem. It is my hope 

4hat l^there will' be involvement of Area Health 
Education Centers in that setting. 




I have novy'decided that our. estimate of the need 
for 126 AHECs around the country was really quite 
modest when one considers that North Carolina has 
several more than we estimated it needed, that North 
Dakota has at least one more than we thought it 
needed, and so on. Still, I have no regrets about 
coming up with an estimate of 126, because I think 
that If we tiad come up at that point with an estimate 
of 500 or 1,000 It would have been looked upon as 
absolutely dreamy and no one would have paid 
much attention to It. . 

I can now see that In some respects our definition 
of the functions of an Area Health Education Cienter 
was a t^lt too^narrow. This was partly because we 
were working within the framework of a report on 
medical and dental education. We were hot trying to 
cover the entire range qf health manpower in that 
particular report. We did talk about rotations of M.D. 
and D.D.S. candidates am^ong Area Health Educa- 
tion Cepters for a part of their training. We should 
have -recognized that students from schools of 
nursing, from schools of pharmacy, from other parts 
of 'the- university hearth science center could also 
''VState and' get part of thelrtraining in an Area Health 
Education Center, as they are clearly doing. We did 
not really^envlsage that perhaps a major part of the 
training of the people Involved In primary health 
care— family physicians/ internists, pe'diatrimans, 
obstetricians— cGHjId take place in an Area Health 
Education Center. I do not think it should take place 
only there, but It is dear that some of those students 
are spending fairly long periods In the settings of a 
community hospital in an Area Health Education 
Center. The concept of preceptofships, vv^hich we 
have heard ^a lot about In this meeting^^as just 
beginning to be heard of, chiefly lacWnectlon with 
the Medex program at the UniVersky of Washiragton, 
when our report was being prepared. That, I think^is 
a very significant development and is highly 
consistent with the genera) thrust of our report. I do 
not think we envisaged the extent to which the 
training of physici'ans' assistants, nurse practition- 
ers, and so on, which We stroAgly supported, could 
take place in the setting of an Area Health Education 
Center. / ; ^ 

. Second, I would also be inclined to revise the 
definition we- set forth to indicate 'that several 
community hospitals could form the nucleus of ah 
Area Health Education Center iaa cooperative way 
and two or mbre university health science cer^ters 
could be .the sponst)ring orgqinizations. We are 
getting that pattern of sponsorship in connection 
with the center at Fresno, where the University of 
California at San Francisco and the medical school 
at UCLA are cooperating. ■ " ^ 

Third, , we also did not think that State^ funding 
' couTd be as significant an element as It'^is in North 



Carolina, althaugh this is not true to such an extent 
\ in other States. 

^ In, reviewing what I have learned at this confer- ^ 
once, I think it is highly significant that the Area 
Health Education Centers development is having its 
impact back on the university health science centers 
that are involved, although perhaps not on those 
parts of those centers that are highly specialized and 
research-oriented. Clearly, however, if a university? 
health science center is to cise-to' the challenge of 
meeting its responsibilities to Area Health^Educa- 
tion Centers, then it has to build up a core of people 
who are very heavily involved in that endeavor. I 
strongly believe, and I think no one in this.confer- . 
ence would disagree, that the AHEC concept should 
be regarded as a permanent developrnent to be 
continually extended, improved, and wcu'ked upon. 
It should not be regarded by the Federal Govern- 
merlt or any one else as an experiment that we are 
trying out What we have seen at this conference 



suggests, I think. . that the experiment 1s very 
definitely having its impact, I look forward to the 
time, f^ertjaps 5 or 6 years from now, when wef will, 
see some statistics that-^show *that Area Health 
Education Centers have attracted health manpower 
in the areas ' in which they are located' and have 
played a significant role in overcoming the problem 
of geographical, maldistribution. 

Finally, I think that it is time that we faced up to the 
unnecessarily complex administrative situation we 
have in the Federal Government, in which, we have 
some Area Health Education Centers sponsored by 
^ the 'Bureau of Healtti Resources Development, 
another and apparently larger groufJ sponsored 
within the regional medical pr6grams, and another 
small gro.up sponsored by the VA. I think there ought 
to be unif icatton of the legislation, and centralization 
of the administrative setup; while at the same time 
retaining a role for regional medical planning (not 
necessarily in its present form) and for the VA. ' 



Audltnct It th« concfuding s«sslon of th« cpnf«r«nc«, Pint^S. 




Pan«l Presentation #2 

Dr. Augus't Swarison 

In her opening remarks, Dt, Gordon alluded to tho 
fact that someone had published somewhere a 
statement that the CaVnegieCommission had shown 
extraordiQiiry chutzpah to designate to'wn by town 
where Area Health Education Centers^hould be. Dr. 
Gordon. I am that person and will send you a reprint. 
I felt the Ctfrnegie Commission report was very 
timely because it pinpointed something which many 
of us in academic medicine 'were beginning to 
realize: that we^ were moving into an era when 
instead of provrding patient care to a select group of 
patients in aa educational setting, as we had done 
Jor years, 'we would have tp provide educational 
services to students in a j3atient tare setting. That 
sounds like a subtle difference, but it is really an 
enormous change. ... \ 

Almost all of u's who went td'irnQdicar^choQl who 
are in this room today werit^t6 medical schools 
which over aperi'od of'twb generations had evolved 
educational settings for clinical medicine which 
were based upon the indigent, non-paying patient 
who. was brought jnto ah educational site whore 
patient care was rendered in order to provide 
education to the students. Today, we are in an era in 
which almost 90 percent of ,our students receive 
their ^ducatiofV in patient care si^ttings which are. 
contrplled and governed no't by the rujes set up for 
education, but rather by the r^los set up fpr patient 
care This.fact has meant that we have had to lOokto 
mot ^ diverse siles, more diverse settings, in which to 
proVide 'education to students, because it is no 
longer" possible to operate a rt>je!dioal school with 
only one good-sized county hospital. One has to 
h'avo^a whole series of types 6^,^!^ settings and 
thosVsettings can and should ranl^ all the way from 
a remote town in North Carolina or West Virginia to 
the academic medical center university teaching 
hospital. I ' . ^ 

I was disturbed because I w,as afraid that the 
CarnQqie Commission report would promote the 
•development of separate sites which- were not 
ifeonnect^d— cer^ters father than^a system. And, in 
fact. I finally.came up wit^the acronyms AHEDS, for 
Area Health EducaiiDn* and Delivery Systems, 
recognizing the fact that we had to qnter into a new 
era wh^n pf^dominantly we? yvould be providiog 
patient card, and sliding in education where we 
could. I think most of you who run Area Health 
Education Centers in^c'bnjunction w'iththe universi- 
ties would agree that that is the game we are playing. 
• From the standpoint of the issue of vyhether or not 
faculties of medicine resist change, I woufd Hke to, 
point out that v<(hile the academic community has 



always' been «said to be resistant to change/ 
somehow alt of the ideas for change come from tho 
aqademic community. I' think Dr. Gordon wpuld 
admit that her^ Carnegie Commission looked more 
academoid-than practiceoid. I would maintain thai 

.almost every one of the fnajor thrusts thqt has 
modtfjed m^dicaf education, biomedical research, 
and even healtri services in this country has come* 
fir^t from \he academic community. There is no 
question that we have a multiple, pluralistic sysfem 
in this country for providing education, and that the 

' response of one institution may precede by some 
years the ^respense of other Institutions to the same 
issue. That, perhaps, is^ good thing. It wpuld 
•probably be very chaotic if all our institutions always 
did the same thing at the same time. 

We are having a little, trouble these days -with 
people, some of whom are on the platform with me 
this morning, who believe all institutions shpuld do 
the same Jhing atthesanfletime. I do not believe they 
shodld. I think we are moving in the direction of 
providing a more diverse type of medical education 
for our medical $tu,dents. There are some things^ 
though, that' are beginning to shake the system 
pretty badly. • 

I vvould Iik6 to point out that in 1965, medical 
schools in the United States graduated 7.500 
students and admitted approximately the same 
number. In 1975 we will graduate appfoximatdly 
12,000 stude :ts and admit approximately 14,500 or 

, close to 15^000. Now, that is a 10-year span. In 1935 
the , medical schools of this country graduated 
approximately 6.500 students. In the 30-year period 
from 1935 to 1965 the number of graduates from 
United States medical schools grew by only 1,000 
students. In thej 0-year periold from 1.965 to^ 975 the 
number of graduates grew by 5<500 and approxi- 
mately 7,500 more' students vvere being admitted at 
the Qrfd of the decade. In addition to the magnitude 
of the change over, the past.10 years in rfumbers of 
graduates and admissions to United States medical 
schools, the program changes have been enormous 
in ^11 schools; If one utilizes th$ guideline that 50 
percenf af graduating students .should-^remain in 
primary care— and this is a figure which* we are now-^ 
agreed upon at* the Coordinating Council of Medical 
Education and people are using it for a target— then 
this year 'we would hope that 6,OdO of the 1^75 
graduates yi^ill remain in primary care. By 1977-^1978, 

^ when we achieve a graduating cia$s ofabout ] 5,000, 
we will expect .7,5.00 to stay in primary care. These 
figures indicate that during thigi 10- or 12-year span 
we will have maintain^ .the^^previous 'effdrt to 

. produce the necesisary specialists, ahd vve ^re going 
to need:them, and we will have added a 50 percent 
extra effort to continue to develop primary care ' 
specialists in new settings. 



That is an enormous, stressful change, and it is 
causing problennis. It is causing problems in terms of 
finding jthe sufficient faculty to carry out a mission of^ 
t*>at size. I think almost all of you find out in the 
communities i'ou enter that somewhere between 5 
percent and 10 percent of the individuals who are 
not now engagtfd'in education are willfng to become 
engaged and are cappble of becoming engaged. 
That 4S a good number if one considers 10 percent of 
the total phyaiqian population in the United States: it 
IS a faculty addition of somewhat in excess of 35,000 
or 40,000. But, those people are not all evenly 
distributed .They are not all equally accessible to the 
academic cerhters "when we need them, and the 
resources to pay fo/ their services are not always 
available. We are seeing an extremely difficult 
problem frpm the standpoint of building sufficient 
faculty to' carry out the primary care thrust, 
particularly from the standpoint of remote regions. , 




Or. August Swanson provld«t tht unlvtrtity persptfctlve on th« 
future of AHEC at Panel nS. ... 

These stresses show themselves in the adminis- 
tratiort of medical schools. The turnover of d^ans 
has already been, alfud'ed to. Npw we find that 
department chairme0, those ogres who never went 
avyay and therefor^-never allowed change, are also 
beginning to have a rapid turnover. A survey done 
recently by Gene Braunwald (1975) indicates that 4 
years is the average tenure of department chairmeg 
and that 30 percent of the chairmen now serving. 



have seriously considered resigning during the pasf" 
year. . 

The movement toward Area Health Education 
Centers, the things you are trying to do, are with.us 
for the future and forever, 1 think, because we are 
never going to be able to return to the era when we 
could teach medicine by utilizing a large county 
hospital and a few private hospital charity services. 
The future, however, from the standpoint of whether . 
or not the eti^ucation of 'health professionals will 
'remain the province of professional educators of will 
become simply a means of prdviding a smattering of. 
education by professional service providers, is open 
to question. My belief is th&t every medical student 
has the right t(^ have an education which provides a 
firm groundrng in the basic sciences, provides a firm 
experience in the tertiary care setting of a major 
university teaching hospi^l, and provides th4 
opportunity to see the challenges in providing - 
health services in remote sites. My personal belief in' 
this caused me to make the effort and take the * 
plunge at Washington to initiate the WAiyi I program; 
which now has students learning medicine in s\\^s 
as remote as l^odiak Island in Alaska and Omak in 
eastern Washington. 

What is the future of' Area Health Education 
Centers? I thinly that the future depends to some 
extent "upon the future of medical education' in 
general. And that future depends upon whether or 
notjwe\can weather the stresses and strains I have 
"just pointed out. I think we will have a proWem from 
th§ standpoint of finding sufficient resources t;x 
carry forward this dual thr.ust, this added t4sk, 
because I thinK resources for all endeavors in this 
country are beginning to become very limited. It is 
unlikely that we witi beableto have the outcomes we 
all desire unless we can find some mechanism for 
maintaining the financing of the rfledical institu- 
tions, both in their Area- Health Education Center 
thrust and on their central campuses. 

Atihis point I am*not terribly optimfstjc. What the 
compromises will be is a question each of us will 
face as we try to prepare a program, maintain the. 
quality that we can, and hope that in the futujre we 
will stabilize and be able to oo^nue a broadbr 
medical education program whicfi^will never go 
back to the good. old'tJays qf just the teaching 
hospital and th§ academic noiedical center. , 



/. 
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' s Dr. David Kindig 

har^mg this time with you, and gettj^ng to know 
§bme of you, has been an important education for 
me. I am probably one of the newest people In this 
a^rena, although I have been interested in Area 
Health Education Centers for a long time. For the 
past 3 moriths I haye had the major administrative 
responsibility for the BHRD AHECs in the Federal 
Government, along with Dan Smith. It is not my ^nly 
job, and I have been struggling to try to understand 
what is a very complex program. I have been 
interested In its development from' the beginning^ 
and 3w^e of its philosophy, but as an administrator 
trying to get a handle on it for the last 3 months has 
been a very difficult job. The meeting we had on 
Wednesday and Thursday with some of our regional 
people and this session here have really gone a long 
way towards bridging that gap for me. 

I am vfery impressed with what I have seen here 
these 2 days,^ with the efforts you ace making 
towards decentralizing health pr'ofessions educa- 
tion. Forn^e it all boils down to, you do not educate 
health professionals in a vacuum, you educate them 
for service. A large part of that service has to be the 
actual delivery of sensitive clinical services with a 
focus in areas where services have not adequately 
been provided in tlie past. Unless we train students 
in those areas, and in the kinds of things they are 
going to have to do in those areas, tt should not be 
surprising if service does not move in that direction. I 
think this is a really important step in that direction. 

l' struggled with your charge to me, and I do not 
feel that for anybody else today can really say which 
things have worked, which things have not worked, 
ancf which things we would do differently next time. 
The question means thatjhis is still an experimental 
program. The need for diversity in this kind of 
. approach at this time is important. The richness of 
the diversity that I see here is very exciting. On the 
other hand, it is a national effort. It is being looked at 
as a national effort. You have to find some kind of 
common denominators, common experiences that 
rur? through these projects so that we can say that 
we can both describe it to the world and to the public 
andjo the Congress, and also so thatvve can make 
some of those judgments as we look towards the 
next round $nd write another RFP. What kinds of 
things .should we emphasize,'drawn out of the richi 
positive experiences that you have had, and which 
sorts of things should we try to discourage because 
they have^been tried in other places and^have not 
worked out? One of the*greatest concerns I have in 
thts meeting is that in our attempt to begin to get 
some of this evaluative data we 'have had a 



multiplicity of efforts which have inundated the 
AHEC projects. That is a grave concern to me,-and I 
will make the commitment to you that we will try to 
consolidate those efforts so that we get the 
information we need, with the least amount of effort, 
so th'at you can get on with the battle and not spend 
all your time responding to us. I think It is natural to 
swoop down and try to collect everything,' but 
evaluation needs to be done in a much more 
coordinated way. I make a commitment here to you 
today that it will. 

I am concerned about diff|M^t models and their 
advocates. It is pH:oncern to^re to have the whole 
effort divided into camps. I understan(inowvery:)Ajell 
whjat this model is all about, and some Qf' the 
richness and importance of the linkage to^tne 
educational institutions. I think, however, for future 
directions and for future RFPs inthis next rpun|c| that 
we look caf^ully at -the experiences Qf the FiWlP" 
AHEC^, the VA activities, and try to disttit from 
across \ the board. The good experiences, the 
successful experiences that happeneqir ifl all of 
those, llcannot tell you today what thos^.are, but I 
cannot believe there are not richnesses to be 
subsumed from ajl of these experiences. Whether 
we will ever get to a central administrat|on"^^t^l|ast, 
within RMP and BHRD, is a very real possibility. 
have talked about it. We have had a good felatton- 
ship with the VA, but a central administration that 
broad m^y never come to pass. Certa'inlyjt should 
be a more coordinated ett^rt. ^7. 

I wbuld like to make two o^hiige ^qufck observa- 
tions about the future. As you knovfr, we decentral- 
ized a lot of our activities in manpower a year ago. 
That decentralization has exactly the same philo- 
sophical roots as the commitment to decentralize 
health professionals* education. In a management 
turnover like that there have bgen a number of 
struggles and difficulties in getting it worked out. I 
think we are about to bottom out, at this point, on 
someof the struggles, f think we are going to have an 
effective central regional team in managing^ our 
decentralized programs. We have the spectre byer 
•us, however, of some recentralization provisions in 
the new manpower legislation which would apply to 
AHEC as well as other profiirams. Steve Lawton and 
Brian Biles may speak to this. As far as we are 
concerned, we are planning to implement Vvtiat will 
probably be the spirit of that ijew legistation/Uwill 
mean at a minimum central, national review of 
projects on a basis,, national or. rural, of dollars, 
contracts and grants, \and the requirement for a 
central source of information so the Congress, and 
the public and everybody else who wants to know, 
can find out what is going on in one place. On the 
other hand,, our department and our^bureau will do 
these things with least disruption of the current 
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decentralized mode of operation, so that we can 
keep this machine that is beginning to work now, 
working well, and so that you have ready access to 
.more local help in terms of monitoring, technical 
-assistance, evaluations, and so forth. 

One direction I clearly want to see is a closer 
integration of our HRA programs with AHECs. I am 
particularly concerned about pushing for continu- 
ing education responsibilities for both the National 
Health-Service Corps assigniees that we are respon- 
sible for, because we know that the main factor .we 
have control over is the way they leave or stay in 
relation to thejr linkage to health science centers, 
and we will try to work with you in really making a 
priority effort. In addition, there are a lot of other 
activities for professionaJs serying in shortage areas 
through loan repayment. We need to link out and 
coordinate those Federal programs. Some of the 
legislative proposals * require it. We intend to 
implement it whether dr not it is required in the 
legislation, v ,v 

Finally, I think that you should all be very 
cognizant of the implications of the health planning 
legislation that recently passed the Congress, (PL 
93-641) setting up health systems agencies which 
have a large variety of functions. It is not totally crl^ar 
how those regulations are related to manpoweKbut I 
would say that it is very likely Federal prograrrK for 
grants and contracts for activities like^ AHEC\will 
com^ under review and approval by these health 
systems agencies when that gets off the ground; So, 
I think that you should stay in touch with those 
developments in your area as it would be another 
important interface that you will have to deal with. 

Panel Presentation #4 

Mr. Daniel R. Smith 

When thB original contracts were^warded in middle 
1 972. we made a series of site visits and tried to state 
the philosophy of the central office In terms of 
operating the AHEC programs. I would like to 
restate that philosophy here. It consisted of three 
basic things? 

First, In order to have an effective program there 
has to be a partnership between the Federal 
Government and the institutions or agencies which 
are involved in operating the contracts. That 
partnership has to be developed so that there is trust 
§ind understandingbetween the two parties. There is 
a clear line of demarcation between the responsibi li- 
ties of the Government an^ the responsibilities of 
the institution. At the same time, the only way the 
contract can be effective is that we work together to 
develop the programs which make sense to you and 
to the Government, In the Government we have a . 
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significant degree of expertise and answers, and 
within the educational and medical community 
there is an equal ctegr^e of expertise. It take 
discussions between both parties to bring about a 
good and effective program. 

Second, we di$cussed flexibility-in operating the 
programs. Flexibility in operating the program 
means that within your 9ontract you have to follb 
the work scope. Within that contract you have to 
understand how to operate\vithin the limits of the 
law and Within the limits of the tegulations. It is 
important for that type of understanding to be 
continued. / ^^^^...^ 

Third, we talked about fiscal responsibility. The 
key^hing here is that you and I and everyone at this 
conference has the same responsibility: to safe- 
guard the taxpayers' money. But you. as taxpayers, 
as welt as my mottjer, your mother, your parents, all 
pay.taxes into the system and it is your responsibility 
to insure that we get the maximum use of the tax 
dollars. In that respect, we all have the same 
respon^tomty. With those three things we can run art 
effective program more readily than if we try to 
disregard those issues. 

VVe talkedvabout the Bureau taking a leadership 
role in the ABEC effor^. We have done that. We are 
mindful of the responsibNity of this effort and. asDr, 
Kindig pojnted out, we are coordinating effectively 
with the Veterans Administration and their AHEC 
program, and we have active discussions and 
thoughts for working with the non-Carnegie AHEC 
type projects of the RMP- the HSEAs (Health Service 
Educatiohal Activities), ' 

The other topic we talked about earlier, y/hen the 
program was developed, was what type of program 
we were going to have. Was it going to be a service 
delivery programmer an educational program? We 
have not changed our course in terms'" ofHhe 
Carnegie-type . AHEC program which this model 
represents: devoted to educating health manpower. 
The educatipn of health^manpower is not just the 
education of medical students; i,t is the whole 
comprehensive area of manpower whiSh includes 
dentists, Allied health, nursing, and other health 
personnel. 

When. we talk about the future of AHECs. I am 
.reminded of discussions we have had with people 
who say, "Beally, yourAHECsarejjust moving chairs 
around: you are just providing. moiTfey to the 
, institutions to do the same thing," I do not feel this is 
true, as demonstrated here by the presentations on 
the /Charlotte, North Carolina AHEC progra^n. 
Kansas City. Missouri AHEC, and the others which 
were presented. The key thing about the bureau's 
Carnegie-nriodel program is that in the long range 
view in my judgment, we are affecting thfe intrar 
institutional arrangert^ents ^ within institutions.^ 



Which means that because the Institutions are 
actively involved in decentralizing their miedical 
education programs, in decentralizing their faculty 
to remote sites, it*is just not one departrtient within 
the institution, it is th6 commitment by the entice 
institution, the prime contractor, to work i n address- 
ing the geographical maldistribution problem of 
their area. Because of this arrangement; changes 
within the Institution will continue ior a long period 
of time rather than just having one single depart- 
ment from the institution be involved with a 
decentralize<j effort. We think the Carnegie model is 
good. The^re are stfme weaknesses to it, but we thlpk 
it a good approach and will try to strengthen it. 




Mr. Danitt Smith prestntt tht view of AHEC from the Bureau of 
Health Manpower perspective in Panel #5. 

There are some challenges in the future. They are 
as follows: first, the administration!or governance of 
the AHEC program is a very complex^problem which 
takes a great deal of timie^and etfort. The key thing 
we have to think about very seriously is the optimum 
number of AHEC sites which any one pJrime 
contractor or any one institution can effectively 
manage. How many AHEC sites should an institu- 
tion really take on? At pnatime the United States 
took on the world, we were defending the world, ancj 
we were kilting all our men. I thinkwehavelearneda 
few lessons. The lessons that we have learned as a 
country should be applicable to what we do in the 
AHEC program in terms of the responsibility of the 
prime contractor not overextending himself. We 
look very seriously at that because that has 
implications in terms of statewide AHECs and who 
gets the dollars to do that program, whether it is one 
institution or four institutions. 

A second area we have to look at very seriously is*" 
Federal support for institutions and how it relates to 



private and State-ssupported institutions. Most of our 
AhlECs are Statje-supftorted institutions and have a 
different type of financial base than private institu- 
tions. As we all know, private institutions are tiavirig 
a difficult time, be they medical schobis or nonme<fi- 
caJ schools. . 

A third corisideration in regard to tke future. of the 
AHEC program is what responsibility should the 
AHEC programs have in support of the really serious 
problem we have in the geriatric field? Thjere ai:e 
many nursing homes, there are many senior citizens 
that really require better attenrtion. This is a service 
activity, however, if we are not preparing students to 
appreciate the problems related to the treatment Of 
geriatric patients then we have to challenge our- 
selves about our educational mission. 

As Margaret Gordon indicated, therejs the issue 
of HMOs. I think we have to look very seriously at 
where,.in fact, we are placing some of our students 
to receive good primary care training. Are teaching 
hospitals, or the large community hospitals with 300 
beds,^the only facilities where a resident should take 
his training? Should we consider the possibility that 
ambulatory care programs, ambulatory care facili- 
ties, neighborhood health centers, HMOs, and 
group practices really should be a part of residency 
training and a site for health manpower training/ 
associated with the AHEC program"? / 
We also haVe to think about what happens to the 
AHEC program whi6h the Bureau has, supported 
after the fifth year. That may depend upon legisla- 
tion, but that is something that one should sefiously 
consider. 

My personal directive-to the AHEC program, the 
' administrators and educators here, is^of course, the 
upcoming audit of your programs by HEW auditors 
who will becomparing efforts and accomplishments 
to the dollars of the contracts. As we look to what we 
have done, I think we will look at what we did in 
developing the first RFP and what we will plan to put 
into the nev/^I^P if one comes when funds are 
available. We havfe found that the project director of 
the AHEC needs to put more time into administra- 
tion than was anticipated. We will also be looking at 
where the AHEC should be located within the 
medical school, whether it is the Chancellor's office 
or the Dean's office. We will also be looking at the 
issue of advisory councils. 
, Finally, in terms of the current program activity 
nd your fourth-year money, rest in peace. This will 
e coming shortly. There are a few administrative 
details.to be worked out, but it is here. 

Panel Presentation #5 

Dr. Brian Biles 

The perspective I would like to consider today is 
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somewhat broader than hah been presented so far. I 
would like to talk about the'relationship between 
AHECs and our health manpower problems: gener- 
^ ally I would like to discuss the way we are going to 
^ move to solve our broad problems using a variety of 
techniques. 

The overlying theme, is the problem of limited 
resources. That is, there is simply not as much 
money as anyone would like to have and hard 
choices^^v^ill be necessary. The question really gets 
to be: how can we spend our money to get the best 
results? , ^ ' 

There are two problems , with respect to health' 
manpower. The first problem is specialty maldistri- 
button of physicians. Somewhere in the order of 30 
to 35 percent bf Our physician are in the primary care 
specialties. A hard look at the pei^centage of medical 
students training in primary card, indicates that it is 
even less than the percentage now iri practice. This 
is a bad situation. ^ 

The second problem is, of cours^, geographic 
nialdistribution pf physicians. Here again the 
situation is very difficult and getting worse. The 
Department of Health, Edupation, and Welfare has 
dorae A printout of the distribution of physici^ans by 
State Economic Areas. The HSEA is a fair §ized unit 
to consider. DHEW found that to bring every,State 
Ecdndmic Area up to a 1 per 1,000 figure, 19,600 
physicians, almpst 20,000 physicians, would need to 
be placed precisely in the rural areas. It is quite clear 
that there is also a problem in urban areas, which 
this analysis does oot reveal, which probably 
demands another 10,000 to 20,000 physicians. The 
solution to the geographic maldistribution problem 
is that almost 40,000 physicians must be placed 
where they are needed. ^ 

What about resources? Over the^past decade, the 
Federal government- has spent more than $3 billiop 
on health manpower traiffing. What Jiave the people 
received for that $3 billion? Our schools have 
graduated 7,500 more new physicianS^very year., 
question is, however, where are. those 7,500 phyl. 
cians going, and what are they doing?Theansweris 
that they are sub-specialists in the suburbs. Over'th^ 
^ last 10 years the number of physiciarfs in rjural and 
inner city America has decreased, apjd the percent- 
age of physicjans in primary care has decreased. 
While the Federal Government has spent $3 billion 
ail that has. been produced Is^arT increase in the 
aggregate number of physicians: arvfncrease which 
has done little to solve the problenfis of specialty and 
geographic maldistribution; an increase which has 
dpne very little to meet the needs of the people. The 
taxpayers', rtrioney has not been very effectively 
spent. 




Solutiohs to these difficOlt problems must take 
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. into j^a^'nt the fact that the Federal Goyernmfent 
ddf^fiot have a great deal of money. 
. If is likely that the answer to the specialty 
maldistribution problem will be to establish a system 
to limit thp number of residencypositions and then 
distribute* those positions by^^l^gficialty and by 
geographic area. This sdrt of system will allocate 
marjy more positions irito primary care— family 
practice, primary internal medicine, primary 
pediatrics— and over a period of time will also tend 
to shift residency positions from'the East and tpe 
West Coasts into the Southern and Midwesteh 
regions of the country. In addition io this system, 
there will, of course, need to be grants to develop 
new programs in primary practice and grants' to 
develop and shift emphasis in internal medicine arid 
pediatrics toward primary care. 

Concerning geograp+iical distribution, the key to 
the solution of this problem is some sort of 
committed service. Since medical education is 
subsidized by the people of the country to an 
enormous extent, it is not unreasonable to expect 
students whose education has been highly subsi- 
dized to spend 2 years through one mechanism or 
another serving where they are" needed— in rural 
areas and' in inner city areas. 

Programs will also be needed to assist the 
development of group practices, sucti as the North 
Carolina mbdel dr the Johnson Foundation model, 
in rural areas. In urban areas, there will need to be 
support for neighborhood health centers. There will 
need to b^ linkagea^ with centers of mediqal 
services— AH ECsi^ HMOs, hospital systems pat- 
terned after the Good Samaritan system ia Phoenix. 
There will also negd to be further development of . 
mid-level practitioners, such as physician extenders 
and nurse clinic'rans. 

A point is, however, that grouppractices, linkages, 
and physician extenders are not enough. These ' 
programs will/not produce the '19,600 physicians 
needed in rural areas or that extra 10,000 to 20,000 
physicians needed in inner city areas at any time in 
the forseeable future. Consequently, the real 
expenditure of public money will need to be in terms 
of either ROCT-type scholarships or some sort of 
capitation tied to a mandatory service arrangement. 

Given this perspectiye. what about suppoft.for 
AHECs? What is the priority'? What is the commit- 
ment? Since the problems must be solv§d in the 
context of limited Yesodrces^, the key consideration 
is of the size of the AHEC program. Is a massive 
AHEC program a solution? Will the specialty 
problems and the geographic problems be resolved 
by committing large amounts of money for AHECs? 
Or is a broader, more aggressive, more coercive 
approach necessary? Clearly the more aggressive 
approach will provide a surer solution. 



Some claim Ithat AHECs ^re he solution, that if 
there is suppo^l for AHECs, if m 3dical schools have 
enough moneyNhe schools will solve the problems. 
This is, of course, Viot true. This approach leads not 
to the solution of the'problems, but to the perpetua- 
tion of what some have referred to as the American 
h 9alth empire. This empire is a system that does not 
' meet the needs of the people, dOes not get doctors 
'((ut into underserved areas, or g^erate the primary 
care needed but is rather a-^systelm which meets the 
need$ of the medical school establishment. 

The key problem right now is that AHECs are 
being presented by the establishment as the single 



toward why the Congress should give money to Area 
Health Education ^programs, but toward under- 
standing what health manpower problems are, and 
what solutions to these problems there might be. 

As you have already heard from Dr. BiljSfS and Dr. 
Swanson, this year the Congressional perspective of 
health manpower problems was a relatively simple 
one. Beginning in 1963, when the first substantive 
manpower legislation was written, and continuing 
through 1971, the entire' perspective was based on 
two premises. These premises were the need 1,0 
establish financial stability within schools of medi- 
cinearrd within other schools of the health p^efes- 



solution to the problems. In that sense AHECs are^^^ons, and the heecl to solve what the Carnegie 

Ccjpimission'and many other peoplewere telling the 
Congress v)/as an acute shortage of health manpow- 
er personnel in this country. The legislation was 
deSigrred to provide money to the schools of the' 
health professions and to exact, as a ^uid pro quolor 
construction grants, and later for capitation grants, 
increases m. enrollment. The legislation-worked. All 
you have to do is consider Dr. Swanson's figures and 
yoS" know it worked, and it worked from the 
Congressional perspective. In the past 10 years, wf, 
have a doubling of the number of physicians 
graduating from medicalschools, and there will be 
further increases over the next 4 or 5 years. 

Since 1971, the^perspectives of the Congress, on 
both sid^s-of fhe Capitol, have changed and have 
changed dramatically.* Both -Congressman Rogers, 
fhe chairman of the subcommittee for which j work, 
and Senator Kennedy, chairman o'f tlie subcommit- 
tee for which Brian Biles works, now feel that the 
emphasis on increases in health manpower person- 
nel has obscured many^-other, more compelling 
issues— issues which will be much more difficult to 
solve, issueswhich are much more complex than the 
numbers game. The two most dramatic issues, and 
the two which will be the most difficult to find 
solutions for, are those of geographic mialdist|:ibu- 
tion and specialty maldistribution of physicians in 
this country. x / 

In 35 States, the RhysictaQ/population ratio in 
rurjl areas is about 50 percent of the physician/pop- 
ulation ratio in urban arejas. In 34 States, there are 
less than one-third thg number of physidians in rural 
areas than there are in the suburbs and in the urban 
areas, not including Innercity areas. The problem of 
geographie'maldistribution has been recognized as 
such for more than 50 years, and yet, there has be^n 
no improvement at all. In fact, t^e problem has 
worsened over the past decade. 
. Let megivey9u, however, a caveat to this numbers 
game in the geographic maldistributiop problem. 
Congressman Rogers recognizes that there will 
never be, and shogid never be, absolute parity 
between the jarban areas and the rural areas. There 



being presented as a regressive idea. Under this 
circgmstancei^commitment to put resources into 
the AHEC prd^^will likely be limited, the RMP 
advocates folTo^gflLdecade said, "Give us money, 
give us moreNmoney, give us more money", in a 
situation where they rfeally could not make an impact 
on the major problems in the system. Now AHEC 
advocates and the medical school* establishment/ 
are saying, "Give us money, give us more money,- 
give us more money again", when the AHEC 
program cannot really produce the 19,600 physi- 
cians in rural areas or the 10 to 20,000 physicians im 

.urban areas. 

At this point, the wl^le question of commitment 
and support become^ difficult. 

It is important to keep the seriousness "of , the 
health manpower problems and the limited nature of 
the resources in perspective. Beal solutions are 
going to take a multiplicity of programs, including a 
strong program to distribute residencies and a 
strong program to commit students for service 
through scholarships or mandatory service. Add to 
those forceful programs, a program to expand 

. family practice training pr'bgrams to begin group 
practices in urban and rural areas, and programs to 
develop AHECs. HMOs, and hospital-based sys- 
tems, and with programs to train nurse clinicians 
and physician assistants, and the whole system fits 
together- 

There'will be suppprt for AHECs, But it is only in 
the context of allbf the other programs that AHECs 
can be'successf ul in contributing the real resolution 
of our problems. 



Pane! Presentation #6 



Mr. Stephan E. Lawton 



Congratulations -on a very successful conference, I 
thank you^ftersonally for your assistance and for the 
considerabl^vannount of time you have spent 
educating'those of us who try torwork towardhealth 
manpower solutions on the House side, not just 
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are certain breeds tSf pliysicians, sucli as our friend 
<3us Swanson and our fjriend pr. Thompson, who 
need to be located near tertiary c^re centers. There 
are certarn demands on physldans that require 
V location in urban areas. By ^hrowi'ng '-out these 
numbers to you, l^o aot mean to suggest that 
Congressman Rogers believes there should be an 
identical physician/population ratio in both rural 
and urban areas. However, thesituation at present is 
^Itlcal. The geograpWc maldistribution is the 
number one enemy of proper manpower policy 
today/ It /cries for. solution, and solution must be 
forjthdopiing. Solutions must be addressed by 
lUgfelation, afthough legislation alone cannot, in Mr. 
Rogers' view, provide the answer to geographic 
ifialdistribution of physicians, V 
^ The second major concern of the Stibcomirotee 
on Health and the BnVffonment is ihe problejw of 
specialty maldistribution of physicians. I thi'il^ne 
of the most compelling statistics on specialty 
^ maldistribution is the fact that jn the only planned 
y/type of practice in the country, in the prepaict group 
practices, or Health Maintenance Organizations, 64 
percent of the physicians are in the three primary 
care specialties of family medicjfie or general 
practice, generar internal medicine, and general 
pediatrics. That compares with about 35,percent in' 
the United Statqs today, and with abdiit 30 percept 
tp 3^ percent of physicians in residencyjrarfilng 
j^rp^rams today.' If HMOs, being Xhejmtfplanned 
/system in the United States, provjjcteljswith ^ny clue 
as to the types .of percent^igSswe nepd in^priryary 
■ care specialties, we ape*^dly off base. ^ 
The reasons for ^e^graphic and specialty maldis- 
tribution are obvious to^ all of you today, or you 
would not be here. First, [t is financially rewarding to'' 
practice anywhere in the Uqited States. The 
American public l^as an insatiable demand for health 
care, and there is no suth thing as competition ih the 
medical field. /a second reason is the life style 
preferences (3f most Americans: most of us w^uld 
rather live Ui areas that have better schools, better 
cultural a(;Jvantages, than many of the rural areas 
offer. A tKird reason is, of course, the nature and the 
location of medical residency training programs ih 
fhis^ Country. They are skewed toward the subspe- 
cialties, particularly the surgical subspecialties, and 
located predominantly in urban areas which dp noi ^ 
have a compelling need for mpra physicians. In 
addition, there are tga many resi^Jency posit 
offered in this country ■%$.^f U^|f]tSw^^ were 1.7 
residency positions availabl^^Th 1974 for-evgry 
graduate of a United States medical schooV.' 

I would suggest that the first two problems, the 
problem of financial incentives or lack thereof and 
the problem^ of life style, are virtually impossible to 
influence by legislation; ^t least, they are impossible 



to influence by the type of legislation that the 
members of the Committee I work for find to be 
compatible with their views as to what the role of the 
Federal Government should be. On the dther hand, 
(he naturd. Location, and number of medical 
residency programs are quite amenable to Federal 
legislation. Our bill, H.R. SE^A^ is nov/' pending in 
front of /the Committee on Interstate and Foreign 
Commej^fce, and will probably be reported out within 
the next 2 weeks. It should pass the House within a 
month, and then the focus will shift to the Senate, 
where Senator Kennedy will hold hearings on pur 
bill, as vyell.as on four other proposals which he has 
introduced. O^r bill contains two features that are of 
critical concerpr'to you and are of critical Concern tp 
the Committee. The first feature concerns Area 
Health Edy<iatiori Centers, The Area Heaitji Educa- 
tion Centers provisions in tfie 1 97 VAct are, to say the 
least, mxjshy, containing V^gue provisions apd little 
directipn. In our view, th^legislation has resulted in 
some very good prp^ams an^ some very poor 
programs. The legislation contain,ed virtuaHy no 
^ requirements a^o what Area Health Education 
Centers nrmsf'^do. It merely described, as Hie- 
Carnegig^mmission report did, what our goal was 
and^hen said, "Federal ^Government spend some 
J^jxr6r\ey'\ We have tighter^ed up the requirem^ts for 
Area Health Education Centers in our new bill, 
maintaining, however, the flexibility the Subcommit- 
tee felt* was needed to accomodate different 
appi^aches and different recipients of Area Wealth 
Education Center money. ^ . 

The first req'uirement will be that the only entities 
eligible br receipt of Area Health EducationtJenter 
^funding will be entities that areaff iliated wjth at least 
three degree-granting institutions in the health 
professions, of wJ^^ch at least one musj be a school 
of medicine or osteopathy. Granis will no longer be 
available to just one school, with just a medical 
school. , 

The second reqiiirement is that Area^ Health 
Ec^ation Centers do three things \a order to 
receive financial assistance after the Igw is passecj. 
First, the legislation requires residency training as 
part 'of the, AHEC concept. Fifty percent of the 
students in residency training programs in family 
medicine,^eneral internal medicine, general pediat- 
. Tics, obstetrics and gynecology, and psychiatry, 
' conducted at schools which receive AHEC grants or 
contracts must receive at least 6 weeks of training 
per year in remote sites in which* the Area Health 
vjBducation Center or the community hospital is 
'located. Second, each Area Health Education 
Center would have to make a substantial cdntribu- 
tion toward continuing education and multidiscipli- 
nary training at the remote sites, and not just at the 
main teaching site of the medical school. Particular 



emphasis wogid be placed on training existing 
private practitioners, nurse practitioners, and allied 
health personnel in cornmunity settings, such as 
comrr^nity hospitals. . 

TWrd, each Area Health Education .Center would 
be required to' establish and maintain programs for 
^ the/education of the general population in the area 
\ on" the appropriate use of health ^services and the 
contributions that residents in the area can make 
without professional medical assistance toward the 
iurtherange Qf their own health. 

Fourth, there js a matching requirement that at 
least^25 percent of the money fo/ Area Health 
Education, Centers must come from non-Federal 
sources. This feature was included because the 
Congress is becomirfg increasingly aware that 
Federal programs do not work unless there is a local 
commitment. . ^ 

There is a further requirement that AHEGs must 
•""establish an advisory board, not a governing body 
, but an advisory board, in each of the comrtiunitres 
served by^an Area Health Education Cehterwhich is 
to have a direct relationship with the people running, 
the Area Health Education Centfer. 

Now, before you get up and walkout arid s^, "VVe 
can't comply," and "Let's go home while^tlrj^ckfets 
are still good," there is^ provision ijn^ the^ House 
legislation which grandfathers in the^xisting AHEC 
contracts for the last 2 years with the^tequirement 
- thatassurances be provided that by/^ 
Area Health Education Center wijrcomply with U 
provisions of tbe law in the^ House bill, 
legislation contenjplates and the report language 
will make clear that following the 5-year contract a 
Center would be eTigible for additional funding if |t 
complies with ttjese requirements. \ 

The second feature of the House bill whidfl will 
discuss, the* most important feature in my view, 
established for the first time a mechanism to control 
and plan the medical residency training programs in 
the United State^ 

* One result of far too.n^iSny medical residency 
training positions has been that hordes of foreign 
medical graduates, many of them ill trained, many of 
them not competent in the English language, havp 
streamed into the United States to fill these 
residency positions, then converted their J visas to 
permanent visas and remained in practice in the 
United States. They provide substandard medical 
care by virtually everybody's standards. 

The lack of control over residency programs has 
'al3o contributed substantially to ,the specialty 
"^maldistribution problem, in that. e)^c^pt for family 
' medicine, one of the three most important primary 
medicaUspecialties today, students can become^^rfy" 
type of sdecialist they want fo. Thus, it is eaSj^ for 
students io get into the surgical subspecialties It is 



.easy for students to Ipok at the financial, feWards, 
and the fewer hours, in some of the honpatl^nt care ^ 
'specialties. There is currently no barrier io this. 

The third problem with the medical residency 
training programs is their location in^rban areas., As < 
you know, one of the importanHnfluencjef^ in the 
ultimate location of physicians is wherk they 
received their postgraduate training. , • 

Our legislation would require a gradual limiting of 
medical residency training programs In Jthe United 
States based upon the number of graduate| of • . 
Unitecl States medic^il schools in the prior year, feo 
that by 1980 the number of residency programs in 
the United States c^ not exceed 125 percent of the 
number of graduates of U. S. medical schools in th^ 
preceding yeqr. The legislation requires that the 
Secretary of HEW edftablish one entity to designate 
medical residency pri)grams. It affords the right of ^ 
first refusal to the.CCME, which as you knqw is - 
composed of the AAMC,.the AMA, the AHA, and the 
Specialty boards and specialty societies. The 
^ legislation allows the CCMEto subijiit an applica-. 
tioh to ruh this program^Jby August 34, 1975. There is. 
some questioh as to Whether the CCME will want to 
do it. If they do not want the responsibility, then the 
legislation requires the Secretary of HEW, assisted 
by a 21 -person advisory board, to designate medical 
residency training programs. 

There are Jthree principal guidelines in the 
legislation which are extremely important to you. 
jkst, the designating entity, be it the CCME or HEW, 
mijst afford particular attention to four specialties;,/^ 
family medicine, general internal medicine, general 
pediatrics, and obstetrics and gynecology. The ' 
teport language suggests that at least 50 percent of 
resijg^MTCy' training prtpgrams should be in the first * 
jthree specialties, andhat leasts/percent in obstetrics 
and gynecology. The second requirement is that 
medical residency training programs bfe distributed 
^'equitably througtiout the various geographic 
regions pf^the United States." This is an^attempt to 
transfer' many of the ^medical residency training 
programs from the Bostoas and the^Los Arrgeleses 
into areas which, on a geograiShical basis, need 
physicians in patient care more acutely. The third, 
and I suppose from your standpoint the most 
important, requii%ment is that special consideration 
must be given to 'medical residency training pro- 
grams which are part Of Area Health Education 
systems funded under the Health Manpower Train- 
ing Act. This is a di^rect attempt to have more medic^l"^^ 
residency training programs run in conjunction with 
Area Health Education Centers. 

It is obvious thlat remote site training is looked 
upon by the^ouse of Representatives as one 
solution to the problem of geographic and specialty 
administration. There are, of course, other solu- 
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tions. The solution developed by the Senate 

jQommittee last year, which was defeated cyh the 
Senate floor, was m effect mandatory service^ The 
^solution on theJHouse side is to expand dramatically- 
the National Health Service ^Corps ^cholarstirp 

, program from a leyel of only $3 million 2 years ago, 
to $40 million next year, $80 million the year after, 
and $120 million by 1978. Congressman Rogers* 
view is that if these amounts are authorized, and if 
these amoupts ^re appropriated, they will be 
gobbled up by health professions students. The 

V scholarship program is very attractive, and the 
coticept of; voluntarily serving your country for two 
yeamn S remote site does not seem to be repugnant ' 
to many medical" students today. 

Area Health Education .Centers have hot as yet 
proven they c^n solve geographic problems. You 
admit they have not proven themselves, and you are 
very candid .in that. There is. somd anecdotal 
evidence they will. There is sQme fairly firm evi- 
dence coming out of the University of W$shirTgton 
'and their WAMI prograiji, of'whicb Dr. Sw^nson was 
onaof the prime architects, that remote ^ite training 
programs are having an influenceon tha specialties 

* students go i/ito and upon t(7ieir locatirig practices in 
Tural areas. On the House side, CtDngress is satisfied 
enough; I think, to grandfather ih the existing 
AHECs and to expand the AHEC/concept based 
upon the AHECs that we know 'best. ,The 
alternative— -to not expand the AHECs and to not 
influenpe undergraduate^and /graduate medical 
curriculum— -is. viewed by rn^ny as mandatory 
service. This is a concept whiqri Is repugnant to th^ 
Subcommittee members for v\/hom ! work, orat least 
to.most of them. It is a concqjDt which would cull out 
for the first time since the Givii War one class df our 
citizens to perform nonmiiitary service. 

> You have a itiission. The legislation, if enacted, 
will give you a new'missfoh. It will give you an 
expanded mission. In expanding the AHE,C'concept, 
the House of Repr^enfatives has said, "You look 
good; your future is^igood." lrf3or4year&iyouwill be 

^ back, ^hd wjien you are back I think the Congress 
wjll ask what you have done about specialty 
maldistribution and geographic malc^istributk)n. 
-Understandably, a program embarkingx)n its fourth 

" year cannot produce ^d^ata showing success. How- 
ever, it should be prepared to produge that data after 
8 y^ars. If the AHfC prpgram. cG^uld hot produce 
successful results in that time, myview woujd be that 
^ttie Cyongress probably would havj a Very ctifficult 
time committing itself to cpntinuing the concept 
with what wealla'dmitarevery scarce Federal funds. 

Audience QipStions andJDiscussion 

Dr. Charles M, Cargitle, North Dakota: In addition 
to* being Director of the Northwest Area Health 



Education Center, I am also President of the World 
Population Society. I ^sked if li could make a very 
brief statement of Jen-pr .twelve sentences, and I 
would like particularly:fp ask Mr^ Lawton if he^wouldj 
respontj from, the ehvlronmental perspective of the 
House Committee. As^^e look, 10, 20, or 30 year^ 
dbwn the pike, there is another important determi- 
nant of the quality of health care which has not yet 
been mentioned in this conferencie. This unmention- 
able determinant is excessive and* rapid qlobai 
popu^tion growth..^Now, rougfjily speaking, there 
\N\\\ m about 5 billion people in f985, about 6 billion 

/in 1995, and roughly 7 or.&Wljibn by 2005. If the 
global carrying capacity /fe/oniy .5. 6, or 7 billibn 
people, asfinost ecologisie/ l/mink; now beliSve, we 
will be exceeding these limits within 30 years, or 
less. This will result in^system breakdown in a variety 
of forms. I am convinced that system brea)<down will 
have a very^harsh feedback effect upon thfe quality of. 
health caice delivered to the American people. Health 
planners, including AHEC leaders, should, in my 
judgment, do two things. First, ^xplo/e the mecha- 
nism by which health care will be adversely affected 
by system breakdown froril overpopulation, and^ 
secondly, consider program imtiatives now ih order 
to prevent thjs from happening/ I would like to 
propose that an official working dfrpup be designat- 
ed to study this issue, prepare r^ortsj and propose 
corrective„ actroh. If ^^uch action is not initiated, 
although AHEC will undoubtedly succeed in the 
short term, it will fail comp/etqjry in the long term 
future. Indeed, we may/ahticipate an end to the 
delivery of health care at all. 

Mr. Stephan E, Lawton: Our committee has taken 
some initiatives, '^Ibeit liinited, to try to correct the 
concerns which you have expressed. The principal 
initiative wa§ back in 1971, with the family popula- 
tion and family planning legislation, and th^t 

, legislation, of course, 1s only directed at this 
country: The legislation has resulted in hundreds of 
family planr^ing centers that were not in existence 

. only 2, 3, or 4 years ago.'And that authority wHi be 
extended for 3 years in new legi$lation that has. 
already been reported by our'committee, Sipt'ffom 
the national perspective, a6 opposed to the interna- 
tional perspective, ourGommitteehas,at least, nri^de 
some movements in the direction you advocate. It 
also, as you know, has adopted extre?mely signifi- 
cant legislation in respect to clean air, brand new 
legislation last yea;' with respect tb safe drinking 

^ water, which will, Ih my vieNy, in the next 5 yeaVs be 
just as irnpdrtant and just as -controversial as the 
clean air act. On the international level, frankly, you 
are t^lkihg t6 the wrong people. I suppose you could\ 
talk tok the Foreign Affjairs Committee. I |ear that I 
cahnot respond to your question on an international 
basis, but I think that the members of our subcom- 
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mittee recognize that mere access to medical care is 
only one in a long series of things thal^ must be 
required to insure the health^of the American people, 
th^t indeed geographical/access to medical care i^ 
npt the most important factor in eteternniArng 
morbidity and mortalit/ and probably eovirbnmen- 
t^l concerns are more important th^ geographical 
^cce^s to medical care. 

, Dr. Thbodore R. ReifC Nafth Dakota: There was an 
interesting and important discussion about geo- 
graphic maldistributiaH, but one problem of geogra- 
phic rtialdistributjo/ has been neglected: those 
people who are/geographically maldistrlbuted, 
within our existipfg communities, by being in long 
term care institotions, Thjs applies to a lot of young 
members of odr population and "to a great number of 
people in p^jr population who are 65 and' over. 
ApproxirWtely 5 percent of the population aged 65 
and over/at any one time, is in a nursing home. The 
estimates are that 25 percent of all older people will, 
at otxe time or another, end up in a nursing home. 
And yet, none of the discussions have centered 
around health care deliverv^to those often neglected 
areas. Senator Moss held fii^arings in New York 
which centered more on the eQoTfe«uc^pects and 
abuses, from the administrative poijit of view; of 
nursing homes. Practjcally no attention has been 
paid to levels and standards of medical care i-n 
nursing homes. I wonder if there is ^y commentary 
Or direction of efforts in those areas. 

pr, Thompson: Well, if I may, using the preroga- 
' tiv6 pf the Chair, try to limit the focus. The thrust of 
the Area Health Education Qenter programs has 
t^een essehtially and importantly on education. We 
know that our direct mission is not in services. 
However, service follows education^so I think if is 
not surprising that we have had, thus far, modest 
impact on problems such as health services in some 
of these areas you designate. Keeping our mission , 
clearly in mind, that we are innovative attempt at 
new forms of health education, I wonder if anyone 
on the panel would like to res'pgflfl to the questjon 
just asked. 

Dr. August Swansf(n: I would like to make a 
comment. I think one^f the things that has inevitably 
molded our educatibnal system has been the form of 
the health delivefy^'system. and I alluded to that 
^arlier. I think that one of the things that happened 
/with the Medidanp legislation was it set up a system 
which took the.r^ljrsing home out of the educational 
system. It pandered to those individuals who Would 
develop propr/etary nursing homes. It did not 
pander or prpmde opportunities for nursing homes 
to remain within whatj -would call the educational 
area. In kn mstance that I discussed last;night at 
dinner, wfe l/ad toclosean excellent learnmgffacillty. 



which was taking care of people in the extended and 
nursing horne mold, because under the rules an 
education?(l institution like ours coulxJ not prDvide 
those 'services, and so it disappeared. I think that in 
tlj€rfu|ture one would hdpe that as national health 
' ingUrahce evolves, the possibility vyill be provided so 
that we -can have extended and long terrh, nursing 
care facilities as part of the educational facilities;of 
the academic medical centers and their ext^sions, 

Dr. William A. Strickland, Missouri: I would like to 
place the matter in perspective for a moment. The 
"^AHECs Jier^ Represent about 10 percent of the 
me'dic^^chools in the United States, and I suppose 
about 5"percent of the geographic area of the United 
States, and even where we have AHECs, such as 
ours in western Missouri, the funding we h'ave to 
work with represents about one p6nny for every 10 
dollars of heaj^h care enterprise expenditure. I think 
there is a limitation on what the AHECs can be 
expected to accomplish iri this perspective.' * 

V\(here we do have Area HeaJthEducatibn Center^ 
I hope that we can work with' thq National He^h 
Service Corps. However, I would like to focus 
attention for a moment on the character of rural 
counties which makes success^difficultfor the corps 
physician. In our area, we have 33 rural counties, 
with populations from 4,000 to about 15.000. To 
expect a young practitioner to make a continuing 
impact in rural counties is, jn my opinion, a difficult 
a^ignmerht. The basic problem is the lack of 
supportive services and professional stimulation. I 
'would like to ask Dr. Biles if there is a perspective 
her*e on what can be accomplished when you- 
physicians^re assigned to remote and rural areas. 

Dr. Brian Biles: WelU think there is a perspective, 
and first of all. I point out that the ratios I referred to 
were really not counties, but were state economic 
areas, and they are much larger. I think* it is 
reasonable to expect adequate physician suppttes in 
these larger areas. I think counties are probablytop 
small, but tKe economic areas>are of rea^pnable size.' 
Secondly, are we going tcf put these physfcians out 
there in towns of 600? The answer is', of course not. 
But we have had counties here in North Carolina, I 
understand, of populations of 17,000 peopfe without 
a physician. I think what is actually happening 
agaija if we get, -perhaps, 10,000, 12;000, 20,OoCor 
30,000 physicians in the National Heaith Service 
Corps, these people will not be pUt out with a single 
physician in a town of 600. They are going to b^put 
put in groups of fours and sixes. May be when we get 
into th6 innercity areas, we will put them into §ne 
eighborhood health centers if;)/groups of 10, 15, or 
20. I thinkjiArtlan we g*et these group -practices set, 
then ^yvewill need AHECs, §nd we will need HMOs 
we will need hospital based linkages. So-, I think 
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it is a eoordinatod program, but what I oomotimoo 
hoar being said, again by the medical oehool 
establishment, is well, you know, if we do AHECo wo 
don't need to do anything etee. If you just give more 
and more of our seared rbsourees to the medieal 
schools, we will not need to do anything else. I just 
think jt has to be more aggressive than that. If the 
■ resources are limited, we have to decide how to 
spend those resources most effectively. 
^ Or. David Kindig: We have just completed analysis 
of the first 150 Oorpsmen who went out in July, 1972, 
and whose obligatory 2 years was Up in July, 1974. 
That initial process was a highly arbitrary one in 
ternno of matching. The draft was on, andjwe could 
send people pretty much where we wanted to. Of 
those 150 people, one-third elected to stay" for 
another year. Of all the factors, among the people 
^ who chQse to leave, two* predominated: first, a 
number left because they had not finished their 
training, so they went back to training; and second 
was the question of professional Isolation, the lack 
of linkage into hospitals and into medical schools. 
As far as the firs^actor, we are trying not to take 
people into the^t^Ds anymore who have not 
completed a residemcW As for the second, I am 
going to look into the a^^;angement of the AHEp 
program. At^least tn AHEC greas, we have a way to 
r^ach out to cor|3s pekonnel and try to keep them 
thore. You cannot jus\ put theipn there without a 
system to suppdii themlor you will just be rotating 
people 'through every years^. lljhere is no 
question that th^lt is our!ekperience 

Mr. Don Arnwine, West Vir^inl^: iMthe original 
funding for the Ared Health EducatioV Centers, I 
believe it is correct, Mr. Smith, that th 
house staff stipends 'was specifically p 
that correct? 

Mr. Daniel R. Smith: Partly. 

Mr. Arnwirie: Mostly, would you say? 

Mr. Smith:'We\\, there were certain requirements 
to receive* money for stipends, and some institutlprrs- 
received them and some did noti for dit|er^nt 
reasons, 

Mr. Arnwine: Well, this is something that I anW^^ry 
concerned about if we are to achieve the goals tlrc 
think were very well outlined by *Mr. Lawton arf^ 
redistribute the house staff trainirrQ programs^ 
wljich, hopefully, in turn, will result in^a redistribu- 
tion of health ftianpower. This has ahd will, 
increasingly, plac.e a burden on the economics of* 
%e community hospital, and there are many,- mah^ 
pressures presently upon thefunding of community 
•hospitals as they must compete with other commu- 
•^Tfrity^ hospitals. There are increasing efforts on the 
part of 'the various funding, programs— Medicare, 
; Medicaid, commercial insurance. Blue Gross— to 
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reduce the levels of fundiru^. So, If those hospitals 
-that are particularly involved with AHECs assume 
increasing house staff expense responsibility, there 
• js going to have to be some recognition, either 
forced upon those* people Who ""are presently 
reimbursing those hospitals, or .via some special 
funding. I wonder if there had been any particular 
consideration of these Issues in Congress. 

Mr. Lawtor): The House bill, a program for the 
funding of medical residency training programs in 
family medicine, is continued at substantially 
expanded levels for fiscal years 1976, 1977, and 
1978, at, I bglieve,-$40^million per year. That iathe 
only medibal specialty that is b^eingi funded in the 
House bill, not so much because of preference for 
family medicine over general pediatqcs and general 
internal medicine— and I certainly doinotwdnt to get 
into that debate— but because ofMhe fact that 
medical residency training programs in family 
medicine are young and need moi*e experienced 
faculty than we have right now, and need the 
impetus to begin and to be able to compete with 
,sdme of the other programs."'So, a^ far as famity 
^medicine goes, yes,^there is help on t|ip horizon* As 
- far as other medrcaJ residency trainind programs go, 
no, except that there is a hangover flom programs 
that were injtiated right after WorlfJ War II to fund ; 
programs ir^l^sychiStry. That funding is diminishing, 
and in my vi6w^ it probably will terminlate within the 
^next year or twp. - „ 
. Mr.^Smith: Mr. Lawton^am I, correct that in the 
AHEC portion there Is provision fon stipends for 
residQnts?^ 

Mr, Lawfon: Not to my knowledge, ar d I read it this 
morning. I do^not think so. > \ ^ 

■ * ' ' 

Df. fl/7es: I would just like to suggest that this is^ 

really a financing problem and really will probably 
"be dealt with most adequately in terms of national 
health insurance. And I think that some of the grant 
programs that Mr. Lawton mentioned, hppefully, will 
take us j^through the period ^d 'prpvide some 
suppdrt4Qr a lot of the programs until we getthere. 
But the reaTan^^er, I think, is going to riave to be in 
terms of the prbvu^ons of the national health 
insurance bill.. 
Dr. Margaret Gor^(Sn:L^^nie follow up with one 
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general comment and a questidnJo Mrl 
seems to, me 1^ it is extrem^Vv im| 
repognize that wecannot solve all of thVproblems of 
^geographidal rrlaldistribution or specialty maldistri- 
bution within health manpower legislation, and. I am 
glad to hear Dr. Biles, now, say that some of this ^s 
going to have to be solved through national heafth 
insurance, because as an economist I see constantly 
a relationship between the system of financing 
medical care and the legislation^hrough which we 
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seek to influence the education of health manpower. 
I wanted to ask Mr. Lawton, because I am really 
puzzled, about a national system of control and 
planning of residency programs. I see a basic 
^ difficulty thoro If there is a dearth of residency 
positions in smajl towns and rural areas, that is in 
part a financing problem Who is going to pay for 
those je3ider\ts? And I cannot quite envisage a 
national allocation system working out without 
some caroful attention to the financing of the 
^ residencies. ^ 

Mr. Lawton; Let me answer the question about 
residency funding first. The bill does have a 
l&rovfsion authorizing stipends for students, basical- 
ly fof housing and for food, while they are being 
trained In Area Health Education Centers, as part of 
their residency training, b\jt this p^rovision should 
not be- construed as authorizing monies for the 
residency training programs, yhe response to your 
question would b^ this: I did not describe the 
' legislation in complete detail because I' felt I was 
going over my time. The number one thing to 
remember is this: The first thing that a medical 
fesidgpcy tr{itj^flrig program has to be, before it can 
be designated as one that may operate in the United 
^^tates, is that it has to be accredited, and obviously 
y^u ace not going to have accredited medical 
residency training programs] in towns of 600 to 
10,000. You do not have the supportive services to 
sustain it. Our view is that the Area HealthEducation 
Centers can be upfed dramatically. The main focus of 
residency training programs will be in a.teritary care 
cer\ter,-"but with considerable fo'cus being, also, 
rotating th^efeidents through community hospitals 
in the smaller areas. I„did not want to imply that a 
medical residency training program would.be irn a 
* town of 600 to 10,000, and that this would be theonly 
place where a student would receive his medical 
education. This is impossible and absurd, in my 
^ view. . ' ^ 

Dr. Swansop: What we are dealing with, in some 
ways, as yqu can see in this debate that is going on 
between .the medical school establishment and 
some ofAhose who make policy on the hill is, I 
Believe,^ question of where the pendulum is right 
now. If one takes a stroboscopic shot and photo- 
graphs a peodulum, you cannot know whether the 
pendulum is rW)ving up or moving ddwn. It is my 
view, and theljview of many of us in medical 
education, that! the pendulum to which I alluded 
here, with the mcrease in aggregate numbers and 
the change in pattern of specialty training, is moving 
in the directidn that is desired by ail. The problem I 
thjnk we face is that many people are too impatient 
regarding how rapidly that pendulum should move. 
There wds a discussion by Dr. Biles regarding the 



fact that we have spent $3 billion, which I believe is 
• slightly exaggqrated in medical education, and wo 
still have not solved the specialty distribution 
problem. Well, one of the problems is, of course, that 
we still have not gotten those students out of school 
or out of their training programs. Today there are 
about 6,000 students in primary care medical 
^training programs in this country, 2,000 of them in 
*^family medicine. And 2,000 people in family medi- 
cine have not yet seen the light of day in terms of our 
ability to assess what they will do to bothcieographic 
and specialty maldistribution. 

Dr. Claude IV. Drake, North Carolina: I represent 
the dental school in Chapel Hill, 1 would, first of all. 
like for everybody in this room to know how happy 
our relationship has been with the other health 
science schools in Chapel HMI. And that is true, I 
think, for the local AHECs as well, I think in the 
beginning it was really important for us to develop 
our separate programs, and we have done an 
'excellent job in doing that, I believef^t I think that 
now^s the time for us to start looking tointerdiscipli- 
nary training as part of the AHEC process. Again. I 
think th^birectors of the AHECs in North Carolina 
approve of this, I think if we do entice health 
professionals to go to remote, underserved areas, 
and the physician opehs up his office on one side of 
the cornfield, and.the dentist builds his office on the 
other side, and the pharmacist opens up a sm^ll 
shop, how much have we really done to improve 
health care delivery*? Jf you just take one aspect our 
population, and that is the geriatric population: 
dentists have not traditionally cared for these people 
>as much as we should have, or the way we should 
. have. We refer them to VA hospitals, tp primary 
me,dical centers, or we do not treat them at all. 
.Obviously, we need the help of physicians and 
pharmacists, and anyone else we can find to help us 
treat these people when they cohfie into our office. 
They are. likely to biB administered drugs or local 
anesthetics, if nothing else, and subjected to a fair 
amount of stress, so we need the help of everybody 
to effect good patient care for these people. On the 
other side of the coin, the^ family physicians do not 
know where to refer these patients for dental 
treatment. I think the only way we will ever bring 
about this kihd of interaction is during the training 
process. It has to start there, and if it does not. it is 
not likely to happen. I think AHEC is our only hope 
fgr this to happen. I do not think it is going to happen 
at the medicfiB school arid the dental school level, at 
least in North parolina. So, I would like to urge all of 
you who are in policy-making positions to help us to 
relax the fences that we have built around our 
various schools training programs a^d to help Us to 
bring this about in the AHEC process. 
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Allied Health 

Dr. Hey/a Gonzales 
Director of Allied Health 
St. Cloud State University 
St- Qioud, Minnesota . \ 



Each participant fntroduded himself to start the 
roundtable. During llhls process, It was found that 
there were indeed a great variety of participant ' 
backgrounds which represented many occupations 
from many types oMnstitutioris. 

The roundtable leader then proceeded to oiitilne 
some national and State (Minnesota) deveiopirients 
in the field of allied, health. 
, At the nationat level, there has been iticreasing 
recognition of allied health personnel and thet fact 
that such personnel function at all leyels^from 
purely technical to independent. Sonlie major issues 
have been problems of role definition, credentialing 
and accreditation, as^ well ^s fHia issues which 
impinge on all health-related workers: PSROs, 
National "Health Insurance, Health ^Maintenance 
Organizations, and policies regarding third party 
payment of fees. In an attemptto address these and 
other Issues^ national allied, health orgm;uzations 
wefe formed. Perhaps foremost among them as a 




voice for allied'health has been ASAHP.*Fo/med by 
the deans of 13 allied health sphools ir\ 1967 ^sXhe 
AssoQla^tion dfSctiools of Allied Health Pfofessions, 
it became the ^American Society- of Allied Health 
Professionals in 1973, in an atteinpt tb broaden its 
scope aad irrfiuence." Another group which has had 
significant impact is one vyith more limited objec- 
tives: the 'Coalition. of Independent JHealth Profes- 
sions (CIHP). Formed in 1970. ClHP, is composed of 
the professional. societies representing eiev^sn types 
of independent allied health professionals, such as 
clinical psychologists and physical therapists. 

In Minnesota, attempts on the part d a group of 
allied health educators to form a State chapter of 
ASAHP failed after one and one-half years Qf 
discussions. . The .coordinating functions which 
would have been carried out by such a group may be 
accomplished by another means— through tlje 
federally-funded Inter-Agency Task Force made up 
of staff ifrom^the Stalte Department of Health, the 
State Health Planningo Agdncy, and the Higher 
Education Coordinating Commission. 

^To focus more directly on AHECs, the group was 
' reminded of the three original goals of the AHECs 
with relation to allied health: (1) the continuing 
education of allied health professionals already^ 
working in the target area, (2) providing cliniGat 
experience for University Kealth Science Center 



allied' health' students in the target area, and (3) 
^ assisting target area educational instrvutions in 
developing th^ir own allied health programs. In the 
case of the Minnesota AiSEC. the first goal, and to a 
lesser extent the second, were biotAg realized, but 
there has been little activity directed toward the^ 
third. Drscussiqn reMolved around threte topics: (i) 
the needfor nnore cooperatipn among educa^iopal^ 
rnstitutions and greater articulation of programs, (2) ' 
the need for more generally educated aINed health 
professionals, -i.e., for a reversal(?fthe trend toward 
specialization, and (3) the status of accreditation o< 
"alji^d health programs. ' 

The need f on more copperaUon among educationr 
al mst4futions and greater articulation of programs. 
rtuth French of the University of Illinois cited the 
medical technology progrjims in the Chicago area 
as an example of cooperation which has permitted 
standardization and articulation of the programs. 
Another example given was the sharlngrof ideas by 
means - of conferences whjch occurs within the - 
North Carolina and .South Carolina system of' 
AHECs. V ^ 

The need for more generally eduqatpd allied 
health professionals, /.e., for a reversal of) he f¥end 
toward specialization. In the Minnesota target are^,' v 
there is a great need for rehabilitation worl<ers in 
nursing homes and small rural hospitals. Wowever, it 
is not feasible for these institgtions to hire an 
occupational therapist and a physical therapist, on 
the basis of patient densus and economics. What 
would be pr^ctibal would be a rehabilitation ■ 
a^neralist. Dr. Fairchild stated that this situation was 
^ot uniqug to rural areas, and that it is necessary in 
his large city pediatric -hospital situation to train 
allied health professionals othqr than RT's to take X- 
rays, " 

the status ' of accreditation of allied health 
programs. The (Questions of 'accreditation of allied 
health programs and 'the ability of indivlduar 
'^Jtudents to gain recognition at an educational 
institution for training acquirec^at another institu- 
tion were brought%jp. Ruth French again cited the 
group of medical technology programs in the 
Chicago area- as an exa^'mple of how the latter 
qaestion mjghi be answered. Regarding the general ; 
question of accreditation, it was. pointed out that 
ASAHP, along With the American Medical Associa- 
tion and thfe National Commission on Accrediting, 
sponsored an analysis called the Study otAccredita- 
tion of Selected Health Educational Programs 
(SASHEP). The major recommendation of SASHEP 
was to establish Y joint douncil for accreditation, ip 
an effort to reduoe=dupliO€rtir0n and confusion in the 
field. 
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Mrs. Carol M. E&dy 
Coordinator for Nursjng Education . 
Illinois Area Health Education System' 
University of Illinois \ - 

Golleg^e of Nursing ! ' . 

Participants were asked to briefly describe the 
AHEC program Jn nursing with which .each was 
affiliated before addressing prepared discussion 
topics. . " ' 

Arizona. Miss Pourier sp^oke an the.nursing conripo- 
nen,t of the "AHEC" for the Navajp^." Based on 
community CQncerns, th'e iviavajd Health Authority . 
established a comiQltte^ ol Indian RNs andin June, I 
1974, the first Annual Njyrsing Education Confer-^ 
ence was held, lyiajor js§ues were: the need for 
cohtinuing education,, problems of career mobility 
and rQccuitment and retention of nurses. Subse- 
quently, a Nursing Educ^tion^office was established 
under AHEC to give consultation and' participate in 
prografin planning. ^ ' , * 

The major problems related to the fact that 95 
percei^t of rferses ^ing care to IncJians are Federal 
employees and cannot receive educatiortat services- 
under AHECf! ^ 

Thelack of educational Vrograms- in nursing and 
the'great need to updateolder RNs from programs 
nq longer in existence was stressed. There are four, 
LPNs forfiach RN in the region, which demands^ that 
LPNs practice beydrid theirlevel of preparatton.ThB^ 
need fortcareeV mobility and continuing education 
presents an r^surmountablQ obstacle with little 
financial resources and no availabje faculty. 

Missouri. Dr. Major prese.nted the objectives of the ' 
nursing component of the University of Missouri 
AHEC: ' 

1. Xo develop, implement and evaluate 20 
' vyorkshops ^nd short courses' pdr year; eight 

teaching packages and a list of qualified 
speakers. ' 

2. To develop placement examinations for diplo- 
ma and associate degree graduates, involving 

. all five baccalaureate programs iji the region in 
the hope that they will be acceptable for ' 
advanced placement >ll in five programs. 

3. To provide teaching/tutoring needed for 
Nurse Assdcfates to attain a MSN. 

4. To plan vyith the school of medicine to provide 
. ' outreach preceptorships for Masters nursing 

students. ■ * ^ ^ 

5. To design protocol for the establishment of 
* fourqualjty assurance programs. ^ 



Texas. Miss Donna Barlow described the University 
ot<rexas AHEC area extending 400 miles along thq , 
l^exjc'an bdrderMn this area there are only 123 RNs.. 
A Nursing Advisory C/Dmmittee has been estab- 
lisfied cind. subcontracts have been given to three 
junior collbg^s^and one hospital. Local advisory, 
committees .identify, ne§ds for continufrig education 
and faculty from the University of Texas SchoaJ bf * 
Nursing alt Sari Antonio present related programs in 
cooperation with the ADN programs in South Texas. 
The goal-is to establish thd j^unipr colleges at the 
educational centers tb on this effort after the 
AHES contract ends. The Ufiiv^rsity of T^xas has 
^ PpogZ-affi Associates .in each of three regions. These ' 
^.^atelme' centers are located at. Laredo Junior 
doilege. Pan Ame|ean University, and Driscojl- 
Found^ion Cjhitdren's Hospital. ^ ' 

A baccalaureatie outreach program is being 
xJ^veloped for RNs in the South Texas AH EC area. 
This is a temporary arrangement between the 
University of Texas. Texas A and J ^University at 
Laredo, A[iEC, and Larerdo Junior College, with the 
goal of Initiating a baccalaureate nyrsfng program at 
Texas ^ A and I. The Outreach curriculum was 
implemented in January 1974, ^ . " 
North Carolina. Dr. ^oth discussed /the develop-^ 
^jrtent of joint funding by the North- Caroli^ 
legislature to facilitate extension of theS< ^HEC;e yort 
of the University of fMorth Carolina at Chapel Hi 
nine AHEC regions. Each has kt least one nurse in 
the regional office^ rfiost appointed to the university 
faculty and. mutually selected. There are eight 
Baccalaureate programs in nursing involved in the 
project. In each region, the local university work 
with the AHEC nurse as coordinator and facilitator. 
Chapel Hill has immediate responsibility for fii^t 
level resource baij^up irt five of the nm^ AHECs, t/ut 
vvill delegate this responsibility to the reglo/ts as, 
soon as they are ready. 

In Gharlotte is located an outreach pr^arrv^f the 
Chapel Hill BSN program and a Masters program in 
Medical Surgical Nursing. Continuing education 
programs and Family Nurse Practitioner prog) 
are part of this AHEC effort. 

Illinois. The Illinois AHEC nuring component Was 
discussed by Dr. Cohen, Miss Rossi and Mrs.'Eady 



been appointed. Needs and.resources were studied 
in this'regionand it was determined that the primary 
need was' for a baccalauneate completion program 
foj;^ registered^ nurses. Planning, began* with the. 
varied educatlqr^l programs in thearea to utilize the 
resources alr^eady existing within the community 
itself. Northern Illinois University School of Nursing ' 
had offered extension courses in the Rqckford area 
1or some years. They were willing to bring the totat^ 
baccalaureate completloR program to Rofckford by 
means pf asubcontract with AHES. Beginning in the 
fal.l •of-1974, Northern Illinois Uni<fersity School of 
Nursing began to offer three courses each semester 
in Rockford, carrying credits in the NIU School of 
Nursing Bachelor of Science D^ree sequence, with 
a major in nursing. Sixty students are p're^entfy 
enrolled. The demand is so great that, a summer 
session of six courses will be held this year. 

The two diploma schoofs in;|t3ls region have 
developed with Rock Valle^ 'Junior College a 
common curriculum in the biological and physi.cal 
sciences carrying trans^ferable cfedit into the 
Northern Illinois University 'baccalaureate compfe- 
tlon program. , ; * 

In Region 1B a NursinaJCommittee existed at the 
time the AHEC project was initiated. This comgi^e' 
decided to' align Itself with the AHEC projecISmd 
became tjie AHES Llaispn Committee on Nursing. 'A. 
y of the need for nursing education jn Regiorl 1 B 
Ited in establishing a graduate program in Ahat . 
area. Peoria has two diplorria schools of nursing, 
one associate degree prograrif?, and one baqcalau- 
reate degree program. There werte no graduate 
progranis in nursing in the area. Consequently, 
many on facflilties of existing schools of rtursing and 
nursing service personnel involved in >inEervlce 
educatiori and administ«ition within the/ region 
lacked preparation at the graduate level. 

A survey of.nursed with baccalaureate/jdegrqes 
revealed that the greatest need was for/graduate 
preparation in medical-surgical nursing, "yhesurvey 
datj/also indicated that ptiblic-healtbi/' nursing. 
Including fam^ily nurse FSrapHtlo^er preparatioh.j^^ 
also greatly needed. y / *^ 

Graduate education in ntirsing\/vas /extended to 
PiBorIa by the University of Illinois/ College of 



stu 



The University „ of Illinois College df Nursing'^^urslng, beginning with the medlcal-^surgical nurs- 



assumiBS respoirsijDillty for this program in three of 
the four governor s planning regions in which AHES 
is involv^ed. In each of these regions nursing 
advisory committees have assessed the nursing 
education rteeds and recommendecf program. 

In Region 1^, a Steering Committee has been 
appointed antl is advisory^ to the Area Health 
-Education System endeavor in that area. An 
advisory committee on nursing education has also 



mg clinical sequence. Eleven students are now 
enrolled. - • 

The public-health nursing secjuence Is now In the 
planning stage. Students will be^admitted In the fall 
Qf 1975, Planning with physicians and persons in 
related discipjines has been 'ongoing from the. 
beginning ^f^e project. In all programs conducted 
by the College of Nursing in the AHES regions, 
collaboration with other eddcational institutions 
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within the area has been essentiali to the success of . 
the project Courses . jn,^ these institutions are 
^Identified which prepare the student for admission^ 
into the program offered by the College of Nursing.' 
Students are counseled, into these courses accord- 
ing to their individual needs. 

in Region 3B a Nursing Cornmfttee was appointed 
to be representative of aii aspects of nursing service 
^and -education and aiso representative pf the 
educational and service institutions>n the region. A 
study of Interest Snd need resulted in establishing- 
on the Champaign-Urbana University of Illinois 
campus, the fourth year of the baccalaureate 
program which is offered bythe College of Nursing 
on the Chicago campus. 

Three full-time faculty members of the College of 
Ntirsin'g are assigned to this campus and have 
planned and'are implementing and evaluating this 
prograni. In coljaboration with regional ed*ijcatio*nal 
institutions, courses have been identified which are 
suitable for students completing^^dmission require- 
ments. Approximately 70 nurses^are enrolled in • 
these courses. " . - 

Courses prjesently gfiered at the University of 
Illinois, Urbana-Champaign campus, were reviewed 
to determine^ whether or not they meet objeQtive$ of 
the nursing curriculuml We are now in the third year 
NQf the project and 34 nurses are enrolled. In all of the 
c^^urses offered in Region 1B and 3B, appropriate 
clinidai resources have been made •available in 
collaboration with sen/ice institutions in the^real 

The need rqr an expanded continuing ecJuc^tiQn; 
program in the'^MES regions was evident from the 
beginning of the project. The University of iTiinois isN 
Qommitted to a syst^^n^Qf continuing education and 
public service througnout the state and the College 
of Nursing has assiJm$d this responsibility for 
nursing, acting as an arm of the, Aft ES, effort in^ the 
AHES regions. A faculty mem|3er of the College of 
Nursing is tocated in Urbana (Region 3B) with the 
responsibility to work with the nursing committee to 
assess needs and organize and implement a , 
p^ograrrt in Containuing Education. Recruitment for 
similar positions /m Rockford (Region 1A) and - 
Peoria (Region^ 1B) is on^going. ^ 

Following these preparations, the group was 
referred to a list of issues -whiph included 

1. The nursing Qpmponent in relation to tli'e 
. AHEC structure and the college/school ot 

nursing. « . 4 r' 

2. Interinstihitional governance. Relationships in 

the regional setting; ^ , . . 

to « 

3. Development lof interdisciplinary activifies. 



4. impiacts of program on rtursing in the cofnmu- 
' 0^ nities and on systems of nu*s]ng education^n 

the regions. , 

5. Budgetary concerns. 

Dr. : Wesner . presented the nursing education 
AHEO effort in Rockford, Illinois (Region 1A). He 
discussed the problems of upward mobility for 
graduates of diploma and associate degree nursing 
programs^ The problems were presented of the 
Region 1A-Kursing Committee in attempting tp 
identify ^he differences between 'capabilities o^ 
graduates pf different types of programs. ^e felt thai 
nurses should be able to identify specific education- 
^ al* needs so that locat coHeges cquld meet them. * * 
The group asked Dr. Wes|j^r if perhaps the 
^ problenfi was that nurses prepared at different levels 
were not utilizedatl^lfferent levels. ' 

Miss Pourier'stated that her AHEC's problems 
vvfere muoh rnd'r^ basic— a need for nursing educ£\- 
tion f^rdgrams and resourceslor continuing educa- 
tion. \ • ' * 
Budgetary CQncerns were expressed. There' 
^ seemed to be a misunderstanding of. items accept- 
able for funding. One State received stipends for 
students in a special* program. I'r^dian students 
feceived- schdiarships. In 4on^e^^States faculty 
salaries were covered. 

The concerns' about- continiiation of this effort 
beyond the contract were discussed. In the centers 
wh(eret Several hundred nurses are involved in 
baccalaureate co^rlpletion progtertijs and masters 
^pfograms oy^r a^W'^d extending beyond the* 
contraptrl^ns neeq:^ be giade now to continue 
these programsVTh^ grodp' was ur^ed to go to State 
legislatures now to-assure continuation of these 
programs beyond the AHEC contract. 

Df. Jacobs discu^sse^ hospitals' fears about 
, "overcredentialing" of nurses because costs will go ' 
up..iMiss BarloW asked if. the BSN nurse could hot 
adequately meet the patients' heeds. -Dr. 
tated that physicians do not accept the idea • 
se on the health team. Dr. Wesner stated 
that nurses caqnot tell us whait a nurse with a BSN 
can do betW than one with a diploma. Miss Barlow 
replied^'th^ hbapitals policies often do n^ allow the 
nui^se to d^^hiit^sbe cap do," 



Pharmacy; 

Dr. Robert A. Sandmanrv /\ 
Assistant Dean, School of Pharmacy 
University of Missouri at Kansas City 



Initially it became obvious that few AHECs ba& 
.PHarmacy components, therefore. theUaiverslty of 
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North Cardlina's program was- described jDy Mr. 
Paoloni and subsequently the UMKC program was 
described by Dr. Sandn^ann as an jritrodiuc|tion to 
the session and with the irtt^ to find comrjnoji goals 
and areas of. emphasis which rriay be applicable to 
' AH EC nationally. ' 

North Carolina AHEC PharmJicy Program - 

The University of North Carolina School of 
Pharmacy has in addition to its programs for 
undergraduate and graduate students, maintaih^fJk 
an active program in continuing education for the 
» pharmacists of the State.- This has included pro- 
Ngr^Ris oriented t6 the needs* of hospital-based 
pharrhacists as well as retain pharrfiacists. In 
addition the School has^tive^y participated with 
members of the other health sciences schools in 
preparing and presenting programs relating to the 
n$eds of xnurses. ^dentists, ptiysicians and other 
health professionals for-accurate, current informa- 
tion in the broad area of drug usage with all of its 
' many.ramlfications. TheAHEC isseen as providing 
^n Ideal arena for bringing together the somewhat 
^se array pf health proftessionals having need of 
currehtmformatibn on drug usageand providing an ' 
effectivebo^inated program of edCrcatiori meeting 
^ the needs of^ch group.- N 

Irr addition, ^he Schpof has developed an action 
program in which its undergraduate ^nd graduate 
students have the opportunity to receive part of their 
training in the community* ^ettingv^The AHEC 
provides an ideal mechanism for further d^eloping 
and advancing the program, (pfi^ of the maiTkgoals 
pf these community experienees is to expand 
demonstrate the role^pf the p|^armacist as an integral 
part of the health care deli^k^^, team by bringing his 
V extensive i<nowledge' of drugs to bear on clinical 

problems in a systematic|sp coordinated manner^ ' 
. Tfre School also see^ 010 AHEC as providing an 
ideal arena for further e)^|foring and de^^ 
role of thfe ComrhurMl^-^based pharrriacist as a 
provider of primary Malth care services Jn an 
integral system of tjm\th care. Traditionally, the 
pharmacisf is ofteq pe first point of contact. of the 
patieRt with the hej^h care systern. He can (^nd to 
sonle extent, eve^|<^ow) does serve as a portal of 
entry into the, ssill^m as he refers to' physician's • 
patjents who, evM in the early stages of their health 
problems need m|^.p^hysician's attention butwhoare 
' engaging in seife^ as a njtore convenient 

alternative. Jm^ the/ traditional "non-^ 

system" the pMrmacist is isolated from the other 
V providers and|pierefdre,cahrioJeffectively bring his 
ponsid^rabl^iMill and knowledge to bear on the 
'. problem pre^pted^. By integVating the community- 
based, pharmacists' into the primary health care 
system and Bietter developing his clinical sl<illSi he * 



can properly aissume a larger role in the counseling 
of patients, in managing acute minor symptomatic 
illness, in identifying and advising on problems of 
drug incompatibility and interaction, and helping to 
develop more eff^cti\?e systems for dispensing and 
administering medications to patieiW|nd advising 
patients on the proper and l^pproprla\u^of drugs. 
;The AHEC can provide the frameworlim whicfh this 
role can t)e further expanded and developed. 
. Objects of the Pharmacy Program include: 

1. •Have pharmacy students serve rotations in 
AHEC.'; 

2. Have graduate pharmacy students receive 
partial training in. AHEC area. , 

'3. Have residency- • program for/po^st- 
baccalafUre^te training in specialty^reas of 
^ pharmacy. • ' < , 

4. Provide faculty appointments for those teach- 
' ing pharmacy in AHECs. 

5. Provide continuing education for pharmacists 
f in AHEC and its service area. 

6. \Provide the pharmacist, as health matters 
^ communicator, with ability to effectively 

commtinicate with patients to improve thfeir 
' compjipnce with drug therapy. * ' ; 

• 7. Develop training program to prepare pharma- 
cist^ to work at the community level in primary 
oare^ under physician's supervision or stand- 
ing order, provide treatment, refer pjatients to 
/ physicians when^ appropriate, and to follow 
progress pf patients with chronic diseases in 
maintenance c^rug therapy. 

9e\?elop lyiethods of surveillance of drug 
^erap^ractices'in the AHEC areas. 

3ruit forTDharmacy admission sq as to give 
^qual op^portunity to women, minorities and 
persons from underserv^ areas. 

Western Missouri AHEC Pharmacy P-rqgram 

The University of Missouri at Kansas City School 
of Pharmacy's Program is divided into three^reas of 
emphasis. These ^rea^ were eithef initiated by the 
AHEC or were programs enhanced and expanded 
utilizing these regional concepts. These areas; of 
emphasis include an externship program, continu- 
ing education, and a drug in|Grrmation servicp. 

Externship Program. 

This is designed to place students in the 38 
counties of WMAHEC for peftods of 4 to 8 weel<s. 
Selected practicing pharmacists designatg 
Teaching Asspoiates, will supervisel^^^a^pfia^ 
student's perfection of dispphging^'Smdc 
tionsl<ills.Theseskillsaj:e'td^ie^ in a variety 



Qf pharmacy practice settings; hospitals, communi- 
ty pharmacies., skilled nursing facilities, .etc. The 
Student is ^o receive a total learning experience as 
broad, as possible in keeping with his beginning 
level. The program is to accomplish the following: 
1. To perfect the pharmacy sttJdent's ability to 



supplied at evenly spaced intervals. The packages 
will be care-oriented and will review pharmacology, 
therapeutics, drug interactions and adversities^ 
patient instruction", etc. Study packages will usually 
emphasize outpatient care. Students and Teaching 
Associates will work jointly through the instrucUpn 



communicate with 't^atients and physician^/^ ^'^'^^ reinforcing each others learning. Students.wi 



and other health professionals concerning 
medicatbns and related health matters. 

2. To perfect the student's abifity and skill in 
processing and prescription or drug order 

• (receiving, filling, cl\ecking and dispensing) 
and the Use of reference material in solvmg 
problems encountered in practice. 

3. To familiarize the student with drug products. 

4. To familiarizethestudent with the various laws 

• governing pharmacy practice and to show 
how practicing pharmacists abide by these 

laws. ;f 

■ ' • "I 

5. To faryiiliarize the student with third party 
payment plans. ^ ' ^ 



bring the latest information from their classes at 
school. Students will be able to relate situational 
experiences to a formal study lesson, thus reinforc- 
ing the learning nature of the externship experience. 
Over •a 3-year period Teaching Associates® will 
complete 14 self-study units which should consti- 
tute a comprehensive review of significant areas of 
drug therapy for which the practicing pharmacist 
may receive continuing education unit credits. 



Continuing Educatfon 

Continuing Education programs are presented in 
an interdisciplinary type of programming. The intent 
is to prevent isolation of the pharmacist from other 
health professionals and thereby improve communi- 
cations and hence patient care. I n addition program- 
To show the student how to use'' patient \. ming emphasizes the role of the pharmacist in d/recf 
medication records,' to monitor drug usage patient care. For those pharmacist§ who are unable 

to attend formal cont[nuing education* programs, 
self-learning packages are developed and distribu- 
ted by thts component! > 




and how to deal with drug interactions and 
drCg misuse. 

7. To perfect the student's ability to advise the 
patient concerning OTC productsj. * - ^ 

8. To familiafrize.the student with th,6 procedures 
necessary to the sound management and 
operation of a pharmacy. \ J 

9. To' s)iow the student the professional attitude 
necessary to the practice of pharmacy, the 
concern for the ^p^tient and the roles of the 
pharmacist. 

10. T0 give the student structured experieno 
commtinity and institutional pharm^cv*/"^ ^ 

To achieve theseioltems, the studen^^^signed 
for a 4-v\^eek period to a Teaching /^s^iate who is 
responsibfe for supervision of t|>eieaming experi- 
ence. The Teaching Associaje^is to be the student's 
teacher, ll^ius. the relatiop^fiip between them is to be 
one of teacher-st>id€nt rather than employer- 
eppioy^. Thp^T^aching Associate is responsible 
for rnsy/ing^hat the student has the opportunity to 
^J>8efve. to participate in and to sfudy. the various 
facets of the learning experiences appropriate to his 
practrce situation. Further.^the Teaching Associate 
is to act as counselor and guide.to the student and 
sKould seek to develop^the student's awareness, of 
>ssueS. problems and opportunifies ot th^r prof es- 
sion in the locality. - - ^ 

Study packages whiciT might include audio tapes, 
reading materials and study questions will be 



Drug Information Service ^ 

This service maintains eight regional and\one 
central drug information center in WMAHe6 to 
provide drug Information to ail health professionals. 
In adc^ition the central cpnter is currently being 
utilized to prpVide extensive laboratory experience 
fQi>^udents at the school: ' 

Discussion • . e ^ 



A large mart ^ the discussion centered on the 
actual exrerjehce so far achieved by .the above 
described^pltograms. It was feW that these e)^per\- 
ences^ould ei<entually provide some insight as to 
whether or not^aldistributioh is a significant 
problem and whgther AHEG j)r6grams actually 
upgrade rural health care. 

One of tfne major dlfficujtr^s of AHEC programs— 
particularly exterriship^rtograms— was identified as 
the necessity of g^irimg State Board approval of the 
programs in order to meet internship requirements. 
This appeared to vary among Statesas some Boards 
of Pharmacy would allow 1 and l^hdurs of internship 
credit per hour of experience due to the structured 
manner of the^program, while' other Boards would 
not credit tb^ prpgrams at all. / ^ 

Curriculum revision seemed to be ajjec§ssary 
step in providing an opportunity for the student to 
participate in any of the^identi^ied' programs. The 
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revisions usually were of major dimensions a fecting 
tlie entire academic experience. It was felt that these 
programs were much more significant in providing 
practical experience than the more traditional 
dispensing courses or "mock" pharmacy experi- 
\3nces. 

Fiscal support of programming was discussed ahd 
^included the topics of "Long term support of 
Programs" as well as projected annual expendi- 



tures. 



Dentistry 

Dr. Alfred C. Waldrep . ^ ' 

Coordinator for Dental Activities 

South Carolina AHEC 

Medical University of South Carolina 

A number of topics of vital concern were discussed 
by participants of the. Round table discussions for 
AHEC dental affairs. Several unique approaches^ 
programs a,nd problems were encountered> and. 
dfecussed toQeth^er with future directions which the 
programs might take. This report rs based on a topic 
outline of the Round table discussi'ons. 

Types bf Programs 

As would be expected, types of programs varied 
with different participantsr^ These generally were 
either the undergraduate satellite clinic type of 
educational experience or preceptor programs/ 
Continuing Eclucation activities constituted a major 
part of t^he involvement for most participants. For 
sdme, this consisted of programs for the private 
practitioner only, while. other programs jnvdived 



dental assisting, hygjpnist, and technician pro- 
grams. One program had embarked upon a graduate 
residency program in General Dentistry; hovyever, 
this program had jtist begun and no experience 
factor was available. 

Faculty and Personnel , * o 

Faculties^forall programs, whether satejjite clinics 
or preceptorship activities, consisted mostly of 
clinical appointments to the involved colleges^cir 
schools of dehtistry^ Ancillary personnel invol\/ed 
inctuded dental assisting students, dental >ygiene 
student^, dental techniQian students, aswell as full- 
time ancillary employees of theirfdividual institu- 
tions. T^iere did not appear to be any better type of 
approach; however, v\(here students of all types were 
Involved, a common learning experience ensued^ 
which appeared to be more attracted to the individu-^ 

/ 

Funds and Buclgets 

. Financial support for thip. various programs 
"^ appeared to be adequate for the; types of programs 
'involved, ^IthlDugh there was Ibme concern and 
hope expressed for continued funding past the 
stated contract date. ' : . , 



Equipmer'it 



The types and availabiihy of equipmenl-^ried' 
greatly 3ince there was\J|enerally no^uipment 
funding under individusft ANec contracts. Satellite 
clinic equipment program is generally, obsolete to 
various degrees. This Mirpitation in the original 
guidelines necessitated^Me utilization of equipment 
previously used, in son^e instances, in public health 
projects, ei^: 



Dentistry roundtabte discussion. 
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Undergraduate, Graduate and Auxiliary Programs 

These activities varied greatly due to the indivi lu- 
al nature of the various programs as previously 
discussed under Types of Programs. Some Had 
postgraduate continuing education programs orll 
wihlle some had programs involving hygil^cjists oi)fy 
App.roximately'half the„participants. however, 
devised p/ograms in which' all AHEC activities \Ne\e 
involved: undergraduate education for astistan 
hygienists, technicians, and dental students; grad 
^ate education for the private practitioner. O 
general residency program was being developed 

Current Status 

All programs arefunctionlAig and most of them ar 
at prediqted capacity. Some programs are explorin 
expansion both of physical pWits and pfog^avr 
content. Without exception, aH paHicipantsyreltthal 
the Area Health Education* CenteK concept yvas 
. worthing and fulfilling an important rQleyin Health 
^Science Education. It was felt that the miflltidiscipli- 
''nary pro^r^s were of vital irpportance/n exposing^ 
studentstjto the total health cVncept. Expansion "of 
this concept appears warranted^ 

Future Plans , 

It vyas felt that expansion of alf prcigram areas;y(/a^ 
desirable, particularly the health/team approaW 
where feasible. All participants wrfre anxious \ps$e 
the continuation of the AHEC concept. It wais fplt 
that an annuaf meeting w^th \m Asheville forrnat 
could play a major role in .coordinating our future 
activities and^aNowing each pYpgram to benefitfrom 
the experience of others. 



Public Health 

Dr. Charjes Harper 

Director, Division of Corhmunity Health Service 
University of North Carc^llna School of Public Health 

The group discussion began with a review of the 
imolvement of public health in the' AHEC programs 
represented by "the discussants. Only in North 
Carolina and Texas, where there are >well esta- 
blished schools of public healtfY, was there any such 
involvement. There was an expression of interest 
among all discussants ^s to what r^fationship public 
health has to the other disciplines in North Carolina 
and Texas. Tftis led to a speqific focus bn the role of 
p^ubllc health in AHEC as it hasdeyelopeid thusfarfn 
the program's development! ' . . ^ 

An example was cited. In one North Caroling 
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county, the AHEC ^aff. have vy'orkedclo^ely with the 
Director of Public Health and his staff in the 
following actlvit)^^: V ' \ j* 

R^iruitm^ht pf a pediatricfgn for the commu- 
.liity. / 

2. Trainincf ofi)ublic healthvnurses, including one 




^supervisor. 



%3 



for xo\^ a? 

3. OrggtriiZN^g the nursing service of th^ tiealth 
depi^rtn/ent. 



Jc^nt /lOspital-heaJ.th department efforts Jn 
Slotting up pediatric add coronary care units 
.vvlth|n the hospitat. f ' " 

i II • ■ • 
l^%&af pointed out J^eft this collaboration was 
ma|le'Dpssible by th0/presence of a health director 
>N^p \\iia broady^ie^pf public health which focuses 
l^nth€? total heaitn nipds of citizens of his communi- 
pf.. Where this l^in^fof competence and leadership 
''areiiot present, t|je role of public health would of 
necessity be mojP^ limited. This cited the need for 
AHEC^bfocusijri developing public health adminis- 
t/ative leader^^fp throughout the- AH Ed areas. 

The di^cO^ifpn moved to an examination of the 
^professional ||le of public healtH^as a discipline, 
versus th^ r^l6 of a public health department. The 
group agr^d that the two are not necessarily 
synonymo^^. ^ . . 

^ QuestiQfis were raised about tfje role of the Public 
Health Departm^t such as: 



1. 



Should it be;involved in the^delivery of primary 
medical care? \ 

•$hould it lirhit itself to the traditional?.^reven- 
tive service with which it has been associated 
historically? 



Some of the group felt that the Health Department 
shQuld concern itself primarily <n\\\\ environmental 
arid other^preventive services rather than with the 
delivery of health care directly . Qthers felt the Health 
Department should t&ke on health delivery functions 
where there are needs and no other resources to do 
the job. " - * 
; A key rple^of public health in general was 
identified as assessment of health needs of the 
communlity, Viz-a-viz health manpower and other 
components of a health system. Once the assess- 
ment is/made, the roletofipublic health istb linkthe 
comptxients of the systeiThin ways that contribute to 
beuer accessibility and quality of health care for 
citizens. There was considerable agreement on this 
role among the group. The point was made, 
however, that for publte health to successfully carry 
out the function requires an acceptane^ on the part 
of other disciplines. This acceptance can come 
about best by educational and demonstration efforts 
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designed to show interdej^endencies g^nd interrela- 
tionships necessary to meet the total health needs of 
people. No group, other than public health, has* 
either the legal- or other concern for total health 
needs of the population. 

The area oif patient and family ed|J€ation was cited 
as a role that pu'blic health is^able to take on because 
of its impact on health promotion and prevention. , 
This task Ss not restf icted to hospitals, extended care 
facilities, or nursing homes, or care in the home; but 
pervades alt facets of health care. To carry out these 
functions, AHEC can. provide a framework for 
educating public health nurses and other profes- 
sionals. 

The concept of "body politic" on community as 
patient was noted as the manner in which publi©- 
health has been cha'ra€!erized. This would embrace 
all Elements in a community which affefcted the 
health needs of the population. This includes health . 
promotion, planning for^needed resources, preven- 
tive treatment and otfier services. 

Finally, the grpip addressed the multiplicity of 
organized effppfs :hat have a role to play in the health 
system ,jr>0tLJding the new legislation (93-641) which 
sets up Health System Agencies. AHEC, and 
especially the public health component of it, is 
concerned with the functions and responsibilities* 
that such agencies are given by43W with respect, to 
health resources planning ai^cl^velopment; more- 
over, appropriate relationships must beestablished 
if orderly progress is to be made toward improving 
health manpower resources. 



Medicine 

Dr. Edward P. Donatelle 

Chairman, Department of Family Medicine 

University of North Dakota School of Medicine ' 

\ ■■ ' • * 

Dr. Ponatelle initiated the roundtable discussion^ 
with the following introductory remarks. 

The us^e of community resources injhe educating 
process, both in undergraduate and graduate area, 
and also for continuing education forthe practicing 
physipian, was developed in North Dakota with the 
University of North Dakota SchopI of Medicine as 
e base of operation. Ti)^ medical school at the 
• University of North Dakota, Grand Forks, has had an 
excellent 2^ear schocrt developea\since 1905. It was 
recently credentialled in 1973 for a 4-year degree- 
granting medical'scho^l.^However, the University of 
North Dakota has no university hospital to serve as a 
base^ of operation for medical education in the 
clinical years. The AHEC concept in which the State 



was divided int^ four divisions, each encompassing 
a geographic area of one-fourth of the state* in 
which approxTmately one-fourth of the population 
lives. The central coordinator. vMr. Gary Dunn. 
. remains at the university level, but each division has 
an AHEC D^ean who is responsible for the develop- 
ment, coordination, administration and governance 
of the medical education activities for his area. 

The factors Jo be considered in the utilization of 
the AHEC concept and community resources can be 
listed as: 

1. Cost Factors. The base cost ^or building a 

)Dspital today exceeds $65 a squaVeioot. in many of 
e suburban or community hospitial^, the structure 
alreacJy' present and does not require new 
construction, A corollary to this adyantagejs that of 
equipment and related hospital services which are 
already present and ongoing, probably for several 
years, and in many instances, of excellent quality. 

2. Faculty Duplication. Mosfxommunities«with • 
hosjDitals o(^the size fhat would lend themselves for 
medical education already have a faculty, in many 
instances representing all of the disciplines as well 
as allied health services such as medical social 
workersi^ucational psychologists, pastoi-al courh 
seling, etc. A nonexistent university hospitai/if 
constructed, would require the recruitment of a 
faculty not present or not adequate. / y 

3. Patient Clientele for Teaching Purposes, Few, if 
9ny, indigent patients are available /as teaching 
mat^riai^ medical education today. Much patient 
medical care is provided %y Medicare, Medicaid, 
Veterans Hospitals, Public Health Centers, Mental 
Health Centers. Therefore, University hospitals in 
.urban areas are frequently struggling to keep their 
hospital capacity up in order to supply the needs for 
both undergraduate and graduate medlacal educa* 
tjpn. Because, of the under-utilization of such 
hospitals, the cost for patient care becomes dispro- 
portionately high. This, in turn, discourages patients 
from entering these unilTersity medical centers and 
further, depletes^ the required teachir>g patient 
clientele. ' ' , 

Patient population is now beginning to recognize 
and must be further educated to accept the fact that 
' everyone-is potential material to be used for medical 
education at the time of illness. It*has been my 
experience that suburban and rural patients accept 
this obligation well. 

4. Teaching Facilities. In the area of primary health 
care delivery, strategically placed, teaching facilities 
.facilitate and are instrumental in influencing mecji- 
cai students and graduates to return to these ar^as 
to practite their art. i 

AHEC concept can be ahd has been utiliMd to 
provide medical education for all membersyof the 
professional medical health care delivery tejEmri. This 
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^ health professional cbiq[i^ physicians, 
nurses, physician assisl^ts, nurse practitioners, 
medex, undergraduate ancKgraduate medical stu- 
dents, as well as clinical pharfnacists. 

However, this roundtabje focu^ on the use of 
AHEG concepts in undergraduateNind graduate 
'training of physicians and continuing education of 
the practicing physician. In considering a protocol 
to be used as a gurde for evaluating community 
resources in relation to the previously listed 
commitmenji one must rnake some preliminary, 
decisions. 

, F4f<t, one must decide at what leveJ of education 
wfll the community facility be involved. 

1. Basic science (first 2 years) • 

'2; Clinical sciences (second 2 years) 

3^ Graduate (residency training) ' 

. 4. Continued education for the practicing physi- 
' ' . cian V ^ 

■■•/•• ' 

A commiUnity may well support education m all 
Hevels. \n the basic sci^ncetyears, this may take tlie 
J form of physical diagnosis, interview techniques, 
introduction to patient care. In the clinical under- 
graduate area, it may tak^ the foi^m of supporting a 
preceplorship program. Irvthe graduate area, there 
may be developed a graauate training program in 
thg communitj^ in any- or all of the specialty 
d-j^plines. It may vejT/ well be that an assessment, 
welldesigned to evaluate the resources available in 
the com*m unity, coiildvery clearly define whetheror 
not a'communit/ could support one or all ot the 
aforepientionecrprograms. / 

Continued .education for the practifcing physician 
usually can &e developed in any community with 
either the resources available or a visiting faculty 
from without. . . 

Other fac?|ors which may play a major role in the 
desiraljility of a community as a teaching center 
would be related to the feasibility pf implementing a 
^ program frort a logistic, economic, and practical 
basis. 

The asse^'ment process should follow a struc- 
tured proto^col designed to obtain the (;lesired 
information needed to serve as a basls^for policy- 
makirjg decisions in regard to the use of cortimunity 
facilitie/for medical education. 




1. /Areas to be studied must be selected. 

A data gathering shejBt must be designed to 
include relevant items to be investigated: 

hospital bedls. types of hospital admission, 
ancillary services available, etc. 

clinical facilities within the community 
lnvol\?ed., These will include physician 
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facilities, medical health centers, rohabnitla-; 
' tion centers, drujg abuse center?; and ptheVv 
related medically oriented facilities. \ 

c. medical community; number and lypes of 
physicians, dentists, nurses; allieid^ersbn- 
nel; medical social workersf psych i^ftrists/ 
and other related health care pfersonnet>\ 

d. general community attitude and facility. 
The question must be asked whether a 
community population will support, with 
the proper attiti^de and housing facilities, a 
cadre of medical students.^ faculty and 
wisitihg faculty. . 

3. EN^Iuation of the assessment data concerning 

a. raw resources— are the resources avail- 
able? " / 

V.-'' 

b. value of resourcesy-are the resources of 
such value that jan implementatroh of the 
program appearsto be justified? 

c. feasibilify in, usic^ resources--cost factors" 
involved. In n^amr instances, the medical 
community wbi^ charge you more than 
cost effectiveness provp worthwhile. Hous- 
ing facilities may be sp great that the cost jdif 
using the community is prohibited. ;The 
logistics i'n moving to and from, in certain 
seasons, under certain climatic corLditions, 
are important. The faculty attitude, whether 
or not a continuous sustained cooperative 
venture is in*the offing. 

Following an assessment of community resources 
and the decision as to what level of education wiN be 
conducted in the community, one must then develop 
the prograrrxJnyolving bpth.the,vindergraduat;eand 
graduate^mJdent. The phDblems in structuring such 
programs involve, the core curriculum of the 
program as related to the level of education being 
conducted; the mechanWn of student rotation 
through the program; oJ^ectives for the program . 
and methods of assessment. Itis well that aprogram 
^hat is to be starTdardized throughout the entirestate 
emanate from the university medical school, as it 
has in North Dakota, '^ in an umbrella fashion, 
allowing for easy coordination of curriculum objec- 
tives and methods of assessment in the divisional 
areas. 

Dr.; Donatelle indicated that in moving into the 
North Dakotayschool of Medicine as ChairmacK^of 
the Departrr^ent of Family Medicine, his mst 
responsibility was that of determining npt only the 
level of medical education with which the Depart- 
ment of Family Medicine would involve itself, but, 
also the rapid development of graduate, training 
programs in' practice. , 



\ 



110 



^ The issues in^ucturing such a program r^o I ve 
themselves into five different elements. . * , 

^ r;-^'; . •• - ' ■/■ ^ 

1 :. TJ^e assessment of community resources, 

a. hospital and ciinic facilities for' inpatient 
e^^iOational programs, 

b^ ayQilability and attitqde of Gomrhunity 
tphy^Jcians for^,the ^teaching process,^ 

.: d aftitude an^ potential support of the citi- 
^ zens r^lativ^ tojjjadlcaT^^d^ 
■ * "their community , ^ ^ 

2. Site s^ctieh and development of ^family* 
practice training centers. , ' " 

3. Development of application f or family practice 
. residency traming programs. I 

4; Faculty development. 

5. Curriculum development arid assessmerff. • 

The as%essment of community resources follows 
the^ same protoco] as p/eviously discussed. 

.-ThB development of b family practice training 
"center is considerably more complicated. 1n many- ^ 
instances physicians of the comrritinity are.thr^at- 
ehed^beqause they think that many of tfteir patients \, 
will be ^r^wn into the family pVactice training center 
and Wil^fe loat to them. In the process of neutraliz- 
ing this Gpncern and obtaining the cooperation of 
the practpj^g physicians, one must- have several 
meetings with, both the lay community as well as the 
ptiysicians in fhe community, all under the supervi- . 
sion of the AHEC Dean of that area who is well 
versed with, the personalities andKhe sentiments 
invo'Jved in the community. A site must be selected>j. 



The curriculum development 'becomes the re- 
sp9n$ibility of the departmepf chairman of the 
respective discipline that is developing a graduate 
training program. In family^ medicine, the family 
prsictice training progrann(s .are deyeloped at the 
university level with a standardized^ structure. that 
varieSr depending on community resources. avail-' 
able. . r \ ^ " 

General discussion revealed that jn some in/ 
stance^ there must'be dual appointmehts becai 
■^of the problem of inadequate'^ numbers of facj/lty 
representing other disciplines jhat c6uld be/em-^ 
pl6i|red withia tlie Department of Family Medicine. 
""In many instances, ^the^.purgical faculty •wp'uld be ' 
available for teathihg in. famijy medicirm and m 
surgery as well as the internal medidbnfe faculty 
wouljd be available lo^ach ill internal /nediclne as 
Vw^ll-ias familyjnedicine. The sarr>e wamd prevail for 
*the "other, disciplines. If this, therf, presented a 
probJem of obtaining this individjifal asa perm^rifent 
member of the family practice faculty, .a-^^ual 
appointment arrangement may.be the method by ^ 
which it can be solved, i.e.^having an appointment 
in.intef'nal medicine>as well asin family medicipe.. 

. What is important,, however, is that there is 
standardization of material that is presented to the' 
resident in, all the areas^^Df the relat^ program, 
regard leSs^of whether the faculty member has a dual 
appointrnent or not ' " ' > 

Of second greatest jmportarjce is.the obtaining of 
a commitment by the facgjty member arrd making 
certain that he lives up (6 that commitment. It Is 
recogni^e?Hh^t dual appointments, from an admin- 
istrative \standpoint,jefiake the organtzation a little" 
.a neutral position indicating the number of patient >>°''® ^'^^'^^'^^ but it can be done. The University pf 



clientele which are required and where they will 
come from and how they will affect the community. 
The hospital facilities must be closely related to the 
family practice training center, which is the work- 
shop for ambulatory experience in the graduate 
training program. ^ 

\\ shpuld be recognized that currently the time lag 
from the submission of application for graduate 
training program' to the Residency Review Commit- 
teerand the final approval of the program may be as 
long as.one full year. It should be noted that a 
process which involves consultant review; applica- 
tion submission; site review from the residency 
review team; submission of tf\ese finding to the 
Residency Review Committee; and finally, to the 
Liaison Committee for Residency Training of tfie 
American Medical Association consumes a consid- 
erable length of 'time. 

The development of faculty can be eased consid- 
erably by the AHEC Dean of the area beingactive/y 
involved. , . / 



Missouri has no clinical chairmen and appointments 
HI the various disciplines are related to the hospitals 
. and ,to the community physicians where the medicaf:'^ 
school program is being conducted. 

A long discussion was held relative to th^ setting 
up of objectives and the evaluation of the program./ 
General consensus was that objectives must be 
established; activiti^es. of the preceptor and thie 
* preceptee must be recorded and retrieved at various 
points in time by whatever system is employed. This 
data is then used to evaluate and assess what the / 
perceptee has obtained or the resideig^t^l^s obtained^ 
from^the teaching process and whether 6r not the^ 
clinical faculty is meeting the objectives. ' 

In view of the fact that medical education deals 
with an unshrinkable body of cognitive knowledge 
th&t must be delivered, and al^o deals -%i^. the 
development of judgmental skills m the medi^sT 
student, and in ^ehaVioral changes of ^ftti^ 
toward a career goal, the process of QducaUjem must ^ 
relate to these basic'principles./ln each IHstitution, 
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Mr! Mighael Wiedner expresses tiis viewpoint in tltl& roundtatile 
discussion in medicine. 



Area Health Education Centers," with th^ir respec- 
'tive, respon^tbie faculty, and chairmen of the 
\arious;departrhents that deal with medical educa- 
tion, must be interreteted and have^lose liaison with 
• the comwiunity physicians to use in the faculty. J\Xe 
problem of preceptors and community faculty being 
threatened by 'the preceptee must be always 
recognized. As the future x>i various programs 
continue and as the .use of cornmunity faculty 
^ continues, more antJ more time 5hould be- spent if? 
programs^ serving to' bridge the gap^between 
academia and the clinical physician. Such programs 
as Teaching the Medical Educator and.orientatian 
r relative to student contact must be tingoing and 
• continuous. . 

In the process of developing program for educa- 
ting the medical educator, it i^ ill-advised^to develop 
a program rrveducation dealipg with high atademic 
ideals and present thi3 material to the prospective 
faculty member at \t}e first exposure. This, in many 
instances, would frighten and terrorize the prospec- 
tive faculty memt>^ancJ may well lose a qualified 
educator to your prograr 
A basic set of objectives and goals for the 
.^T^ducatipnal experience shdum be outlined a^ stated 
Noy many individuals^ with a brilef orientat-ion/^stothe 
relationship of the faduJtvw^ to 'eijHier the 

undergraduate or grrauate medical stud6f]t should ' 
- be conducted. This is currently being done at the 
University of Minnesota, the University of Utah, and 
now at the Univfersity of North Dakota as well as in 



the North Carolina-South Carolina-Missouri and^ 
^other areas represented in the V,oundtable discus- 
sion. U is I'ecognized ttiat'the physicians are not 
threatened when inVolved with jhe first and second ® 
year medical, student in courses such as medical 
inter^w, physical, diagnosis and introduction to 
patient care, t^ut became tfireatened by the junior- . 
senior precep,tee and in ther graduate area. . 
/• As more' and mo.ce community faculty become 
involved with\,this process, and as^more and more v 
ongoing support and educational material is pre- 
sented to the part-time ^culty, thfe problenig. of 
relationship vyill become lei^ and less. 

A strong criticism was presentea to the roundtabje 
discussioj;! that not much had been said as to the 
quality of scholarshnp, the quality of excellence and 
the quality of life relative to the medical student and 
graduate student. Further, discussion clearly indi- 
cated that ther^ is a body Qf cognitive knowledge 
that must, be presented to all medical stu^^ts. The 
second bbjective of developing judgmental sk\\\^ 
and of changing behavior patterns toward attitudes [ 
leading to a career g©al, which is the basis of all ^ 
education, must be accomplished. It was empha- 
sized that whereas in prioryears medtcal edTjcation- 
al institutions sou5(ht to select and graduate medical 
students: presently^e emphasis is in developing an^ 
end product to meej/the needs Of certain,areas and 
certafn disciplines. Educational programs must * 
therefore be developed to produce such -an end 
product. After this-product has been trained and ^ 
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educated, then a method of assessment's to 
whether or not we have aiccpmplished these gOSils 
should be availat>le. 

In the development of objectives, curriculum arid 
proc^ess for delivering this educational material, 
there must be included methodsXof datermiijihg 
behavior and dealing with b6havtpral problems 
within the niedical students lives and his, relation- 
shi|> to thtose who are serving as his mentors. . 

That there Is no easy method available In 
coordinating all these activities was acknowledged 
by all. . ' ' , 

The.djscussions concluded with acknowledgment 
that scholarship and excellence are. the basis of all 

programs; that methods of assessment must b6 
developedMo hneet the needs if each individual 
program; that the use of cpmputer systems must be 
employed in both tabulating; storing and retrieving 

' what we are doing in the e.ducative process; and that 
meetings such as these are vitalj^o the viability of the 
AHEC concept in meeting the^educational needs of 
the .professional medical health care teams and in 
developing greater resources for delivery of m^edical 
health qkre. 
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Evaluation 

Ms. Bernadlne M. Feldman 
Evaluation Coordinator 
University of Minnesota AJHEC 



the evaluation discussion group convened at 8:00 
p.m. with participants from several bf the national 
AHEC programs. In addition to AHEC project 
Evaluation personnel,'' participants included persons 
from ABT Associates; Pagan Associates; Dr. David 
Kindig. De^i^uty Director. Bureau of Health Re- 
sources Pevelopment; and Robert Walkington. 
.Directbr. Division of Evaluation Health Resources 
Ad nfunjst ration. 

Following brief individual introductions and 
descriptions of the participants* project evaluation 
activittes, the discussion or issues* related to 
evaluation evolved. >^ 

The ^issues discussed inc(]LJded the following 

topics: ♦ . 

' • ■ y ^ ^ • ■ ' 

1* Purpose of AHEQ Project Evaluation. 

2. Audience of Pfoject^l^aiuation. ' 

"sTOriehtatigrf and Purpdse of National pvalua- ■ 

tion. / , , 



^ ;^ A. Relationship Between Project Evaluation. and 
National Evaluation Program/ ' 
- 5. Discussion and Hgformation' Exchange of 
Project Evaluation Components. 
\ 6» Pi-obiems Related *to Project Evaluation. 

\ Mr Walkington, of HRA. described for the group 
the purposes of the National Evaluation effort. The^ 
^fpUbwin^ purposes were included, among others: ^ 

1. Provide a description of AHEC^program for 
HRA. - ^ ^ ^' ■ 

2. As a data base to inform Congress and other 
decision makers. 

3: ^s a source of informatiog to contribute to 
decisions Concerning alioication of resources. 

4. As a means of increasing knowledge and the 
State of the Art with reference to design and 
* implementation of evaluation studies. 

Dr. David Kindig. Deputy Director of BHRD. 
indicated additional needs related to the evaluation 
effort; namely, a need to know what cojnponents of 
the projects did' work and at what cost; this 
iiffOrmatidtl is necessary as input to .cor^gfessieo^l' 
Mmmitteies ami future decisions related .to Uie 
Health Manpower issue. Other issues.which were 
briefly discussed included: 



1. Need for a resolution that planning for a 
residual injpact study of AHEC prdjects^begirr* 
presently, for implementation 3-5 years hehbe. 

The use of Management information System ' 
format as a data base for evaluation. 

3. Problems related to 0MB Ctearance of data 
collection instruments, \ 

\ * 

4. The need for pYbject evafuatior\ peopfe to 
initiateand maintain a mechanismfbr inforrtia- 
tioTi exchange and general Gommtln|cation. 

As a first** ste^). the fo!lJowing list of persons 
involved with -project evaluation acjtiyities was 
prepared and distributed ;to each parti/jipant. 

Cal M. Ahlstron 

Project Director ; 
, C.E. Pagan Associates 
, 26 Wes^Sth Street , 
./baltiiTiore, Mainland 21218 



Fr^da Bush 
Associate Director 
NurserMidwifery Program 
U. of Mississippi Med. Ctr.* 
2500 No. State Street 
Jackson. Mississippi 39216 
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JoAnn Cannon 
Coordinator of O.D, 
School of Public 
University of I1L at Me 
P.O. Box 6998 
Chicago, Illinois 
(312) 996-5522 

Alan P. Chesney 

'123 KQiler Hall 
V U. of Texas Medical Branch " 
vGalveston, Texas 77550 

Rdibert Ci Duncan 
Chief of planning and Evaluation 
Medical University of South Carolina 
80 Bi^rre Street 

Charleston, South Carolina 29401 



Nancy Dunn, AHEC Evaluation 
School of Medicine 
University of North Dakota, Box 80 
Grand Forks, ND 58201 
(701) 777-3017 



James A. Edwards . • 
Administrative Assistant 
^Medical Education 
South Carolina AHEC 

* Bernadine Feldman 
Minnesota AHEC 

. Suite #308, Uiliversity Park Plaza 
2829 University Ave. S.E. 
Mln^Mpolis, Minnesota 55414 
(612)3^6-3350 

. rtobert Koeing 
• North Carolina AHEC 
Scl^bol of Medicine— UNC 
Chapel Hill. North Carolina 2751 4 

>4mes C. Leist 

Northwest AHEC ' ' ' 

Bdwman Gray School of Medicine ' 
N Winston-Salem, North Carolina 27103 
(919) 727-4228 

Kjffen Seashore Louis / 

• Tufts-M^inaAHEC 
Department of Sociology 
Tufts University 
Medford, Maine 02155 



J. Randpll-^Cutcheon 
Dirept6r of Continuing Education 
West Virginia University Medical Center^ 
Charleston Division 
P.O. Box 2867 ' 
Charleston, West Virgin 

Gary L McMahan 
Western Missouri AHEC 
Sr Systems Analyst 
2220 Holmes . 

Kaqaas City, Missouri 64108 ^ ^ 
(816) 421-3077 

Donald C. Pearson, Jr. 
South Carolina AHEC 
McLeod Memorial Hospital 
145 West Cheves 
Florence, South Carolina 29501 

Daniel B. Reimer, Assistant Director 
Mountain AHEC 
509 Biltmorem Avenue 
Asheville, North Carolina 28801 
(704) 258-0881 

Tom Stewart 

Directo?, Rese^rch^&'Eyaluation- 
Box 643 

Navajo Health Authority 
Window Rock, Arizona 8651 1 
(602) 87V4831 



^t was readily apparent from the character of the 
discussion, as well as the limited time available at the 
y^coriference, that manysof the issues of concern t.o 
^valuators could be discussed in a cur$ory manner 
!it|ily. A more substantive ex6hangewoL|ld require an 
wended period Of time; for this reason the 
suggestion of a 2 or 3 day meeting AH£C evaluation 
pem)nnel was entertained. Due to thq lateness of 
the^^ur, this group decided to reconvene at 4:00 
R-'T^'W^Mfday, April 26, 1975. . ' • / , 

turday meeting resulted in a ^^cisidn to 
the possibility of a meeting pf evaluation 
coofferation'with Mr.v^Robert Walking- 
m Stewart, New Mexico AHEC; Alan 
Texas AHEC; and Karen Seashore 
!aine AHEC,.v6lunteered to work with 
Kii^ton of HRA to mvestigate and 
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develop plans^ this meeting. 

A final issue r^fed during this time related to the 
absence of repre»htation of AHEC project evalua- 
tidh personnel on we Advisory Committee for the 
National Evaluation^oject. Mr Walkington indicat- 
xed that this sitUatior^ould be remedied soon. 



Roundtable discussion on tvaluation. 



Conference Participants 



California 

Dr Edwin F Roainski / ' 

Prof fessdrr Sct»06l fef Med i^me^- ' - 
University of California, San Francisco 

Illinois \^ 

Dr JoAnn Cannon ^ , 

Coordinator of Organizational Development and 

Review . c 
Illinois AHES ^ ^ 

Dr J b Clemmons 

Director of EducationaLServices and Special 
^Programs , 

University of^/IIUnois. Peoria 

* 

Dr Felissa L Cohen 
Assistant Professor of^Jursing 
University of Illinois, Peoria 

Mrs. Carol Eady 

Coordinator for Nursirl^ Education 
Illinois AHES ' 

P^ul RT Francis, O.D.S. 
Associate Dean 
SAMS 

University of Illinois Medical Center 

Ms. Ruth M. French- 
Associate Dfean for Academic Affairs 
School of Associated Medical Sciences 
University of IHInois College of Medicine 



/ 



Dr Jerome J. Hahn 

Associate Dean. College of Medicine 

University of. Illinois 

Mr. HaVfy Hestand*' 
Qirector, Contract Services 
Jlljnoia AHES, ' \ ^ 



Dr. Karl J. 
President, 

Dr. Roger W 
Staff Assoc^ 
University of 




ey College 



Educati6n9^ Mobility 
iriois, Peorra 



Ms. Katherine Loomis 

Curriculum Coordinator " • 

Illinois AHES . \ 

' Dr. James McGill 

Associate Director, Health Affa/rs * ^ 
State of Illinois Board of Higher Education 

/ - . 

Mr Marshall W. McLeod 
Regional Coordinator. AHE$ 
Rockford School of Medici/ie ' 

Ms. Harriett M. Rossi 
Nursing Administrator" _ 
Ulinois AFiES 

Dr. Richard J. SchimmeT j 
Associate Dean, School of Associate Medical 

Sciences ' 
University of Illinois 

t)r. Michael J. Svob 
Dean of Instruction 
Illinois Central College 
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Mr. Gordon E. Wesner 
Vice President and Dean 
Rockford College 

Dr. Thomas. F. Zimmerman 
Project Director 
Illinois AHES 



Minriefota 

Ms. Bernadindr.M. Feldmafjj 
Evaluation Coordinator 
M^nesote AHEC ' . ' {) 
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